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FOREWORD 


The  Massachusetts  Department  of  Public  Health's  Division  of  Family  Health  Services  (DFHS)  is  a  public 
agency  established  to  provide  preventive  and  therapeutic  health  care  services  to  the  people  of  the  Common- 
wealth. Programs  are  carried  out  with  funds  from  the  Federal  Maternal  and  Child  Health  (MCH)  Block  Grant,  the 
Supplemental  Nutrition  Program  for  Women,  Infants  and  Children  (WIC)  and  State  appropriations. 

Family  Health  Services  is  one  Division  within  the  Department's  Community  Health  Services  Bureau.  The 
Community  Health  Services  Bureau  also  includes  the  Divisions  of  Alcoholism,  Dental  Health,  Drug  Rehabilita- 
tion, and  Tuberculosis  Control. 

The  numerous  and  diverse  Family  Health  Services'  programs  generally  fall  into  two  categories,  namely 
Services  for  Handicapped  Children  (SHC)  and  Maternal  and  Child  Health  Services  (MCH).  SHC  programs 
attempt  to  provide  therapeutic  and  preventive  services  to  handicapped  children  and  their  families  in  an  integrated 
and  coordinated  fashion.  MCH  programs  focus  on  the  prevention  of  health  problems  and  the  provision  of  primary 
health  care  services  to  low  income  mothers,  children  and  adolescents. 

This  second  edition  of  the  DFHS  guidebook  is  designed  to  help  community  groups,  service  agencies, 
hospitals,  schools  and  families  understand  and  utilize  the  Division's  programs.  It  is  intended  to  be  an  introduction 
and  road  map  that  will  guide  its  users  to  the  appropriate  DFHS  staff  person.  It  has  been  revised  and  updated  in 
1983  to  keep  up  with  changing  Division  responsibilities  and  programs.  Division  managers  and  staff  have  contrib- 
uted to  this  updating  under  the  coordination  of  Ken  Schulman,  Catherine  Hess,  Nancy  Corbin  and  Francine 
Saunders.  All  of  their  efforts  are  gratefully  appreciated. 

Bernard  Guyer,  M.D.,  M.P.H. 

Director,  Division  of  Family  Health  Services 

January  1984 
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FAMILY  HEALTH  SERVICES 
PHONE  DIRECTORY 


CENTRAL  OFFICE  (BOSTON) 


DIRECTOR'S  OFFICE   (617)  727-3372 

ADMINISTRATION  SERVICES 

Director  of  Administration  (617)  727-6941 

Budget  Unit  (617)  727-6941 

Contracts  Unit  (617)  727-6971 

Fiscal  Unit  (617)  727-6364 

Policy  Office   (617)  727-3372 

Information  and  Education   (617)  727-6436 

Statistics  and  Evaluation  Unit  (617)  727-6436 

SERVICES  FOR  HANDICAPPED  CHILDREN  (SHC) 

SHC  Director   (617)  727-5812 

Clinical  Services  Unit  (617)  727-5812 

Community  Services  Unit  (617)  727-5822 

Case  Management  Services  Unit  (617)  727-8925 

(800)  882-1435  (toll-free) 

MATERNAL  AND  CHILD  HEALTH  SERVICES  (MCH) 

MCH  Director  (617)  727-0940 

Primary  Care  Unit  (617)  727-0941 

Perinatal,  Preschool  and  School  Health  Unit  (617)  727-0944 

Women,  Infants  and  Children  (WIC)  Unit  (617)  727-6876 

REGIONAL  HEALTH  OFFICES 

WESTERN  REGIONAL  HEALTH  OFFICE 

Amherst, Office  —  (413)  545-2563  or 

Western  Mass.  Public  Health  Center  (617)  727-5444 

University  of  Massachusetts 
Amherst,  MA  01002 

Pittsfield  Office  —  (413)  443-4475 

246  North  Street 
Pittsfield,  MA  01201 

CENTRAL  REGIONAL  HEALTH  OFFICE 

Rutland  Heights  Hospital  (617)  886-4711  or 

Maple  Avenue  (617)  727-1910 

Rutland,  MA  01543 

NORTHEAST  REGIONAL  HEALTH  OFFICE 

Tewksbury  Hospital  (617)  851-7261  or 

East  Street  (617)  727-7908 

Tewksbury,  MA  01876 


vi 


SOUTHEAST  REGIONAL  HEALTH  OFFICE 

Lakeville  Hospital  

Human  Services  Building  

Lakeville,  MA  02346 

BARNSTABLE  COUNTY 

(SHC  Clinic  Services  are  provided  under  a  contract 
with  the  Division  of  Family  Health  Services) 

Barnstable  County  Health  Department  

Barnstable  County  Court  House 

Barnstable,  MA  02360 


To  find  out  about  Family  Health  Services  in  your  area  of  the 
state,  ask  for  the  Family  Health  Services  Coordinator  at  the 
appropriate  regional  office. 


BOSTON 

Case  Management  Services  (only)  (617)  727-0747 

(All  other  services  in  the  Boston  area  — 
call  appropriate  Central  Office  number  on  preceding  page) 


(617)  947-1231  or 
(617)  727-1440  x590 


(617)  362-2511  x331 
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HOW  TO  USE  THIS  HANDBOOK 


This  handbook  is  intended  to  guide  providers  and  other  professionals  through  the  various  programs  offered 
by  the  Department  of  Public  Health's  (DPH)  Division  of  Family  Health  Services  (DFHS). 

Within  each  service  section  —  Services  for  Handicapped  Children  (SHC)  and  Maternal  and  Child  Health 
Services  (MCH)  —  will  be  found  information  on  specific  programs  in  each  of  the  Division's  six  units.  There  will  be 
indication  of  whether  service  is  provided  directly,  by  contracted  provider  agency,  or  through  payment  and/or 
whether  the  program  provides  technical  assistance,  information  and  education  services.  Where  appropriate,  the 
description  will  include  specific  eligibility  requirements,  services  offered,  and  referral  process.  Clinic  and  program 
locations  are  listed  at  the  end  of  the  handbook. 

Since  eligibility  requirements  and  clinic  or  program  locations  may  change,  providers  and  consumers  are 
encouraged  to  consult  either  the  appropriate  unit  in  Boston  or  the  nearest  Regional  Health  Office  for  the  most 
current  information.  (Telephone  numbers  are  listed  in  the  front  of  this  handbook.) 

Following  the  specific  program  information  is  a  section  on  Administration  Services,  which  is  located  in  the 
Division's  Central  Office  in  Boston.  Policy  analysis,  information  and  education,  and  statistics  and  evaluation  are 
discussed  along  with  fiscal,  budgetary  and  contracting  support. 
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SERVICES  FOR 
HANDICAPPED  CHILDREN 

A  BRIEF  OVERVIEW 


A  persistent  and  pressing  challenge  to  our  society  is  the  occurrence  of  handicapping  conditions  among  our 
children.  In  addressing  that  challenge,  the  Division's  Services  for  Handicapped  Children  (SHC)  attempts  to 
ensure  that  services  are  offered  to  families  early  in  a  child's  life  if  a  disabling  condition  is  present  or  suspected.  In 
addition,  SHC  provides  ongoing  medical  and  supportive  services  to  the  handicapped  child  and  her/his  family 
through  adolescence. 

All  of  the  services  supported  through  SHC  place  stress  on  recognizing  the  unique  needs  and  potential  of  each 
child,  and  in  working  with  the  child's  family  and  community  in  an  effort  to  respond  to  their  needs  with  sensitivity, 
creativity  and  commitment. 

These  services  are  delivered  or  arranged  through  three  units: 

•  the  CLINICAL  SERVICES  UNIT; 

•  the  COMMUNITY  SERVICES  UNIT;  and 

•  the  CASE  MANAGEMENT  SERVICES  UNIT. 

Each  of  these  units  is  discussed  in  detail  in  the  pages  that  follow.  For  more  information  on  specific  programs 
and  services,  contact  your  nearest  Regional  Health  Office  or  the  appropriate  Unit  Director  at  the  Division  of 
Family  Health  Services  (DFHS)  Central  Office  in  Boston.  Telephone  numbers  are  listed  in  the  front  of  this 
handbook. 


CLINICAL  SERVICES  UNIT 


CLINICAL  SERVICES  UNIT 

The  Clinical  Services  Unit  administers  a  system  of  specialty  clinics  which  are  operated  by  Department  of 
Public  Health  (DPH)  Regional  Health  Offices  throughout  the  state.  These  clinics  offer  diagnostic  and  treatment 
services  to  children  who  have  moderately  to  severely  handicapping  conditions.  Primary  medical  care  not  directly 
related  to  the  child's  handicapping  condition  is  not  provided. 

The  regional  clinics  provide  services  for  the  following  conditions:  cardiac,  developmental  delay,  myelodyspla- 
sia, neurology/seizure,  oro-facial,  and  orthopedic.  There  are  also  non-regional  clinics  at  major  medical  centers 
which  treat:  cystic  fibrosis,  epilepsy,  hemophilia,  and  inborn  errors  of  metabolism.  These  non-regional  clinic 
programs  are  administered  through  the  Division's  Central  Office  with  services  being  purchased  from  certain 
hospitals  and  providers.  In  addition,  the  Unit  has  a  Genetics  Testing  and  Counseling  Program. 

SHC  clinics  work  cooperatively  with  a  child's  primary  care  provider,  family,  school,  and  community  to 
understand  the  child  and  her/his  environment,  to  develop  an  individualized  plan  of  care,  and  to  ensure  mainte- 
nance of  the  child's  rights. 


Referrals  to  Clinic  Programs 

Referrals  for  an  initial  diagnostic  visit  are  accepted  from  any  source  —  an  agency,  professional,  or  the  family, 
with  the  following  exceptions: 

1.  Cardiac  program 

a.  Birth  to  12  months  —  any  child  who  is  a  resident  of  Massachusetts,  who  falls  within  this  age  group,  and 
who  is  suspected  of  having  cardiac  anomaly,  may  be  seen  at  a  SHC  Cardiac  Clinic  for  a  diagnostic  visit  and 
accepted  for  continuing  care  as  recommended  by  the  clinic  cardiologist; 

b.  1  year  to  18  years  —  initial  visits/ admission  to  the  SHC  Cardiac  Program  for  Massachusetts  residents 
who  fall  within  this  age  group  is  limited  to  children  who  have  been  documented  to  have  a  significant  cardiac 
problem.  In  some  cases  assistance  with  the  cost  of  documentation  may  be  available. 

2.  Neurology  Program  —  direct  referrals  from  schools  must  be  accompanied  by  supporting  documentation 
from  the  child's  primary  care  provider  of  the  need  for  neurological  assessment. 


Admission  to  Clinic  Programs 

Admission  to  clinic  programs  is  based  upon  the  need  for  continuing  care.  This  is  determined  by  the  SHC 
Clinic  Team  at  a  post-clinic  conference  following  the  initial  diagnostic  visit.  Primary  reasons  for  deciding  to  admit  a 
child  are: 

1.  Diagnosis  —  the  diagnosed  condition  must  require  ongoing  intervention  by  a  team  of  specialists  to 
intercede  in  and/or  limit  handicapping  conditions. 

2.  Severity  —  the  condition  must  impose  a  significant,  moderate  to  severe  functional  handicap  which  requires 
team  intervention. 

A  child  seen  for  an  initial  diagnostic  visit  whose  condition  does  not  meet  the  criteria  for  admission  to  a  SHC 
Clinic  Program  will  be  referred  back  to  the  primary  care  provider  or  to  the  referral  agency  with  a  report  and 
recommendations. 
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Clinic  Program  Costs 

Initial  Diagnostic  Evaluation  —  There  is  never  a  charge  to  the  family  for  the  initial  diagnostic  evaluation. 
However,  costs  for  lab  work  or  x-rays  associated  with  the  evaluation  are  charged  to  private  health  insurance, 
Medicaid  or  other  third  party  insurers,  if  applicable.  Therefore,  the  family  is  asked  to  provide  health  insurance 
information  prior  to  the  initial  clinic  appointment. 

Hospitalization  —  Costs  of  hospitalization  are  assumed  by  the  Division  of  Family  Health  Services  for 
financially  eligible  individuals,  where  there  is  no  third  party  insurance  or  Medicaid  or  where  such  insurance 
coverage  has  been  exceeded. 

Direct  Services  of  the  Clinic  Program  —  There  is  usually  no  charge  to  a  family,  regardless  of  income,  for 
visits  to  SHC  clinics  or  for  services  provided  directly  by  Clinic  Program  staff  and  consultants. 

Additional  Services  Ordered  by  Clinic  Staff—  The  family  may  be  financially  responsible  for  all  or  part  of 
the  cost  of  additional  services  ordered  by  the  Clinic  Team  when  these  are  not  covered  by  third  party  payors  or 
Medicaid.  These  might  include:  x-rays,  lab  tests,  appliances  and  equipment  (such  as  a  hearing  aid  —  see  Hearing 
Aid  Program  description  under  Perinatal,  Preschool  and  School  Health  Unit  in  the  Maternal  and  Child  Health 
Services  section). 


Financial  Eligibility 

Following  the  initial  diagnostic  visit,  if  a  child  is  to  be  admitted  to  the  clinic  program  for  continuing  care,  the 
parent  or  guardian  is  given  a  financial  application  form  to  fill  out  and  return. 

Financial  eligibility  is  determined  according  to  gross  family  income,  family  size  and  medical  expenses  for  the 
past  year,  as  described  in  regulations  of  the  Department  of  Public  Health  (105  CMR  930.000,  "Regulations  for 
Determination  of  Financial  Eligibility  for  Certain  Programs  Administered  by  the  Division  of  Family  Health 
Services").  Documentation  of  income  in  the  form  of  the  previous  year's  federal  income  tax  forms  or  recent  pay 
check  stubs,  and  evidence  of  claimed  medical  expenses  in  the  form  of  bills  or  cancelled  checks  must  accompany 
the  financial  application. 

Based  on  the  information  the  family  submits,  the  adjusted  family  income  is  calculated  and  compared  with  a 
"Family  Income  Table".  The  table  indicates  whether  a  child  is  completely  or  partially  eligible  for  financial 
assistance  or  is  financially  ineligible. 

Eligibility  for  Full  Assistance  —  If  the  family  is  determined  to  be  eligible  for  full  financial  assistance,  the 
Division  of  Family  Health  Services  pays  for  those  services  ordered  by  the  program  which  are  not  covered  by  third 
party  payors. 

Eligibility  for  Partial  Assistance  —  If  the  family  is  found  to  be  eligible  for  partial  financial  assistance,  it  will 
be  responsible  on  an  annual  basis  for  a  portion  of  the  cost  of  those  services  ordered  through  the  Clinic  Program 
and  not  covered  by  third  party  payors. 

Ineligibility  for  Financial  Assistance  —  If  the  family  is  determined  financially  ineligible  or  it  chooses  to  sign 
a  waiver  for  assistance,  the  child  may  still  attend  the  clinic  program.  In  this  case,  all  clinic  visits  and  services 
provided  directly  by  the  clinic's  staff  and  consultants  are  free  for  the  family.  However,  all  other  services  which  are 
ordered  through  the  program  are  paid  for  by  the  family. 
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Appeals  Process  — If  a  family  is  dissatisfied  with  the  decision  regarding  financial  eligibility,  there  is  an 
appeals  procedure  which  provides  an  opportunity  to  review  the  determination.  Financial  eligibility  status  will  be 
updated  every  two  years.  However,  the  family  may  request  a  review  at  any  time  their  financial  situation  has 
changed  significantly  so  as  to  affect  eligibility  status.  The  family  should  notify  the  Clinic  Program  immediately  of 
any  changes  in  family  constellation,  address,  insurance,  Medicaid  or  other  third  party  coverage. 

Other  Eligibility  Requirements 

Unless  otherwise  noted,  children  from  birth  to  18  who  are  Massachusetts  residents  and  who  have  a  qualifying 
handicapping  condition  (i.e.,  a  condition  treated  by  one  of  the  specialty  clinics)  are  eligible  for  services. 

Professional  Staff 

Interdisciplinary  teams  provide  comprehensive  care  in  the  specialty  programs,  collaborate  with  other  human 
service  agencies  which  offer  services  to  handicapped  children  and  their  families,  and  advocate  for  families  to  help 
them  get  needed  services.  These  teams  may  include,  among  others,  physicians,  public  health  nurses,  public  health 
social  workers,  physical  therapists,  occupational  therapists,  and  nutritionists. 


Individual  program  descriptions  follow  for  regional  and  non- 
regional  clinics,  further  explaining  eligibility  and  services. 
Clinic  locations  are  listed  in  Appendix  II.  For  clinic  dates  and 
times,  please  contact  the  Regional  Health  Office  nearest 
you.  Telephone  numbers  are  listed  in  the  front  of  this 
handbook. 


REGIONAL  CLINICS 
CARDIAC  PROGRAM 

Eligibility 

The  Cardiac  Program  provides  continuing  care  to  children  who  have  acute  or  chronic  cardiac  conditions. 
There  are  two  categories  of  eligibility: 

a.  Birth  to  12  months  —  any  child  who  is  a  resident  of  Massachusetts  who  falls  within  this  age  group,  and  who 
is  suspected  of  having  cardiac  anomaly,  may  be  seen  at  a  SHC  Cardiac  Clinic  for  a  diagnostic  visit  and  accepted 
for  continuing  care  as  recommended  by  the  clinic  cardiologist;  and 

b.  1  year  to  18  years  —  initial  visits/admission  to  the  SHC  Cardiac  Program  for  Massachusetts  residents  who 
fall  within  this  age  group  is  limited  to  children  who  have  been  documented  to  have  a  significant  cardiac  problem.  In 
some  cases  assistance  with  the  cost  of  documentation  may  be  available. 

Services 

All  treatment  services  and  medications  necessary  for  the  management  or  correction  of  cardiac  problems  are 
provided.  In  addition,  the  following  services  are  available  when  ordered  by  the  Clinic  Team  as  part  of  the  overall 
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treatment  plan:  hypertension  evaluation;  cholesterol  screening;  nutritional  services;  and  consultation  regarding 
very  high-risk  pregnancy. 

There  is  a  cardiac  clinic  in  all  but  the  Western  Regional  Health  Office,  with  each  clinic  employing  a  pediatric 
cardiologist,  a  public  health  nurse,  and  a  public  health  social  worker.  Since  pediatric  cardiac  surgery,  cardiac 
catheterizations  and  certain  diagnostic  tests  are  available  primarily  in  Boston  hospitals,  there  is  a  relationship 
between  each  of  the  clinics  and  a  Boston  medical  center.  Service  is  linked  to  the  medical  center  with  which  the 
cardiologist  is  affiliated. 


DEVELOPMENTAL  PROGRAM 

Eligibility 

Developmental  Clinics  generally  see  preschool  children  from  birth  to  approximately  4  years  of  age  who 
exhibit  developmental  problems  (e.g.,  speech,  motor  skills,  etc.)  that  defy  neat  clinical  categories  such  as 
orthopedics  or  neurology. 


Services 

The  program  provides  interdisciplinary  coordinated  services  to  eligible  children.  The  young  child  receives  an 
evaluation  by  a  team  of  specialists,  the  members  of  which  vary  according  to  the  particular  needs  of  the  child.  The 
team  develops  a  treatment  plan  and  works  with  the  family  in  its  implementation,  and  in  coordinating  the  child's 
ongoing  care.  Examples  of  the  professionals  available  in  Developmental  Clinics  include:  neurologists,  orthopedic 
surgeons,  pediatricians,  physical  therapists,  occupational  therapists,  public  health  nurses,  public  health  social 
workers,  psychologists,  and  speech  pathologists. 


MYELODYSPLASIA  PROGRAM 

Eligibility 

Children  who  have,  or  are  suspected  of  having,  any  of  the  following  conditions  are  eligible  for  services: 
myelodysplasia;  myelomenigocele;  spina  bifida;  and  spinal  cord  injuries.  Children  with  multiple  conditions  who 
need  neurological,  genito-urinary  and/or  orthopedic  services  may  also  be  seen  at  the  Myelodysplasia  Clinic  for  an 
initial  diagnostic  visit  and  ongoing  treatment,  if  indicated. 


Services 

The  Myelodysplasia  Program  offers  diagnostic  evaluation  and  continuing  care  to  eligible  children.  These 
clinics  employ  interdisciplinary  teams  with  different  combinations  of  specialists:  neurosurgeon,  neurologist, 
orthopedist,  urologist,  pediatrician,  public  health  nurse,  family  nurse  practitioner,  physical  therapist,  public  health 
social  worker,  nutritionist,  and  clinical  coordinator. 
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NEUROLOGY/SEIZURE  PROGRAM 

Eligibility 

Children  who  have  been  previously  screened  by  a  primary  care  physician  and  who  are  suspected  of  having  a 
neurological  disability  may  be  seen  in  a  Neurology  Clinic. 

Services 

The  Neurology/Seizure  Program  clinics  provide  diagnostic  services,  medical  treatment,  public  health  social 
work,  public  health  nursing,  and,  when  necessary,  short-term  hospitalization  for  special  evaluations  or  emergency 
care  for  all  neurological  problems  (including,  but  not  limited  to,  epilepsy).  Included  in  these  services  are 
medications  and  appliances  ordered  by  the  medical  consultant.  Services  automatically  covered  are  clinic  visits, 
electro-encephalograms  (EEG),  seizure-related  laboratory  tests,  and  anti-convulsant  medications.  The  following 
services  are  covered  by  the  program  when  ordered  by  the  Clinic  Team;  psychological,  psychiatric  and  neurologi- 
cal evaluations;  motor  and  physical  therapy  evaluations;  dental  evaluations  and  services  related  to  complications 
of  Dilantin  therapy;  CAT  Scan  and  x-rays;  protective  helmets;  and  other  specialty  evaluations  related  to  the 
neurological  or  seizure  disorder. 

ORO  FACIAL  PROGRAM 

Eligibility 

Children  who  are  suspected  of  having  any  one  of  the  following  conditions  are  eligible  for  an  evaluation  at  an 
Oro-Facial  Clinic:  cleft  lip  and/or  cleft  palate;  submucosal  cleft  palate;  congenitally  short  palate;  neurologically 
impaired  soft  palate;  acquired  palatal  defect;  hypernasality  of  questionable  etiology;  and  deformation  of  the  ear. 

Children  having  major  cranial  deformities  (e.g. ,  Apert's  and  Crouzon's  Syndromes,  hypertelorism,  etc.)  may 
also  be  referred  to  SHC  for  assistance.  In  these  cases,  evaluation  and  treatment  will  be  arranged  at  the 
Cranio-Facial  Clinic  at  Children's  Hospital  in  Boston. 

Services 

The  Oro-Facial  Clinics,  formerly  referred  to  as  Cleft  Palate/Plastic  Surgery  Clinics,  provide  individual 
evaluations  by  specialists  who  meet  to  discuss  their  findings  and  make  recommendations  for  future  treatment. 
The  recommendations  are  then  discussed  with  the  patient  and  her/his  parents,  and  a  mutually  agreed  upon 
treatment  plan  is  formulated.  A  limited  number  of  patients  are  scheduled  for  each  clinic  to  allow  for  thorough 
assessments,  and  to  encourage  communication  between  patient,  family  and  the  consulting  specialists. 

ORTHOPEDIC  PROGRAM 

Eligibility 

Children  with  a  broad  range  of  congenital  and  acquired  chronic  orthopedic  conditions  are  eligible  for 
services. 

Services 

All  diagnostic  and  treatment  services  are  provided,  and  may  include  braces  and  prostheses,  as  recommended 
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by  the  orthopedic  consultant  in  conjunction  with  the  Clinic  Team.  Other  services  may  be  provided  by  the  program 
when  recommended  by  the  orthopedic  consultant  or  Clinic  Team  members  with  prior  approval  from  the  Program 
Director. 


For  more  information  on  any  of  the  Regional  Clinics,  contact 
your  nearest  Regional  Health  Office  or  the  Central  Office 
Clinical  Seruices  Unit  in  Boston.  Telephone  numbers  are 
listed  in  the  front  of  this  handbook. 


NON-REGIONAL  CLINICS 
CYSTIC  FIBROSIS  PROGRAM 

Eligibility 

Children  who  have  a  confirmed  diagnosis  of  cystic  fibrosis  made  at  one  of  the  cooperating  cystic  fibrosis 
clinics  are  eligible  for  the  program.  Assistance  does  not  begin,  however,  until  a  diagnosis  has  been  made  on  the 
basis  of  a  quantitative  pilocarpine  iontophoresis  sweat  test  administered  by  a  cooperating  hospital. 

Services 

Services  provided  by  the  Cystic  Fibrosis  Program  include:  visits  to  the  cystic  fibrosis  clinic;  psychological, 
psychiatric  and  neuropsychological  evaluations  when  approved  by  the  Program  Director;  specified  laboratory 
tests  and  x-rays;  specified  medications  prescribed  by  the  clinic  and  obtained  from  the  pharmacy  at  the  cooperat- 
ing institution;  equipment  for  home  care  when  prescribed  by  the  clinic  physician  and  approved,  in  advance,  by  the 
Program  Director;  hospitalization  at  a  cooperating  hospital  when  admission  is  due  to  cystic  fibrosis,  and  when 
prior  approval  by  the  Program  Director  has  been  obtained  other  than  in  an  emergency;  testings  of  siblings  for 
cystic  fibrosis;  and  genetic  counseling  services. 

EPILEPSY  DRUG  PROGRAM 

Eligibility 

Help  with  paying  for  drugs  to  control  epilepsy  is  offered  to  Massachusetts  residents  of  any  age  who  meet  the 
financial  criteria  established  by  the  Division.  Information  about  an  applicant's  income  and  expenses  is  required. 
Persons  with  third  party  insurance  coverage  are  usually  not  eligible  for  payment  of  anti-convulsant  medication. 

Services 

The  Epilepsy  Drug  Program  provides  direct  payment  to  an  enrolled  person's  pharmacist  for  the  purchase  of 
prescribed  anti-convulsant  medications. 


The  program  also  offers  an  information  and  referral  service  to  provide  access  to  resources  for  the  medical 
and  social  management  of  epilepsy.  Various  reference  materials  (including  the  publication,  "Epilepsy  in  Mas- 
sachusetts: A  Reference  Handbook"),  medical  and  vocational  referrals,  in-service  training  programs  for  profes- 
sionals, limited  advocacy,  and  counseling  are  available. 
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HEMOPHILIA  PROGRAM 


Eligibility 

Children  who  have  a  diagnosis  of  Classical  Hemophilia  (Hemophilia  A)  or  Christmas  Disease  (Hemophilia  B) 
are  eligible. 

Services 

The  Hemophilia  Program  provides  diagnostic  evaluation  and  continuing  care  to  eligible  children.  Compre- 
hensive care  is  provided  by  an  interdisciplinary  team  of  specialists  including  a  hemotologist,  an  orthopedic 
surgeon,  a  pediatrician,  an  oral  surgeon,  a  nurse  practitioner,  a  clinical  social  worker,  a  physical  therapist,  a 
vocational  counselor,  a  genetics  associate,  and  a  psychiatrist. 

Over  half  of  the  children  enrolled  in  the  Hemophilia  Program  obtain  care  at  the  New  England  Regional 
Hemophilia  Center  at  Memorial  Hospital  in  Worcester.  The  remaining  children  receive  care  at  Boston  area 
medical  centers.  Admission  to  the  Hemophilia  Program  is  usually  initiated  by  the  hospital  where  the  patient  is 
followed. 


INBORN  ERRORS  OF  METABOLISM  PROGRAM 

Eligibility 

Any  newborn  who  is  diagnosed  by  the  Massachusetts  Newborn  Screening  Program  may  be  accepted  for 
continuing  care  by  the  Inborn  Errors  of  Metabolism  Program  and  is  eligible  as  of  the  date  of  birth.  Screening  is 
done  for  approximately  30  conditions  that  can  be  detected  by  laboratory  tests  applied  to  samples  collected  from 
newborn  and  older  individuals.  Some  of  the  more  commonly  encountered  conditions  are:  phenylketonuria  (PKU), 
maple  syrup  disease,  galactosemia,  hyperprolinemia,  homocystinuria,  and  neonatal  hypothyroidism. 

Services 

When  a  condition  is  identified  in  one  of  the  specimens,  the  primary  care  physician  or  other  medical  personnel 
attending  the  infant  are  contacted  by  the  Clinic  Director  of  the  State  Diagnostic  Laboratory  Institute.  Upon 
confirmation  of  an  inborn  error,  the  infant  may  be  followed  at  one  of  the  major  medical  centers  in  Boston  that  has  a 
specific  metabolic  unit.  In  the  instance  of  neonatal  hypothyroidism,  the  infant  is  followed  and  treated  in  collabora- 
tion with  a  pediatric  endocrinologist  who  is  affiliated  with  the  New  England  Regional  Hypothyroidism  Study. 

Additional  special  services  —  such  as  eyeglasses  and  opthalmological  services  or  nutritional  counseling  and 
psychological  testing  —  may  also  be  provided. 

For  all  services,  third  party  insurance,  where  available,  is  first  payor;  otherwise,  the  Division  of  Family  Health 
Services  pays  for  all  services  if  the  family  meets  the  financial  eligibility  guidelines  of  the  Clinical  Services  Unit  (see 
front  of  this  section). 


For  more  information  on  any  of  the  Non-Regional  Clinics, 
contact  your  nearest  Regional  Health  Office  or  the  Central 
Office  Clinical  Services  Unit  in  Boston.  Telephone  numbers 
are  listed  in  the  front  of  this  handbook. 
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GENETIC  TESTING  AND  COUNSELING  PROGRAM 


Eligibility 

All  patients,  parents  and  siblings  enrolled  in  Department  of  Public  Health  programs  are  eligible  for  genetic 
services.  Additionally,  newborns  identified  through  the  High-Risk  Infant  Identification  (HRII)  Program  who  have  a 
genetic  disorder  are  eligible  for  genetic  services  (see  HRII  Program  description  under  MCH  Perinatal,  Preschool 
and  School  Health  Unit).  Those  not  enrolled  in  a  DPH  program  can  obtain  genetic  services  from  the  Division  as 
caseload  allows,  or  can  be  referred  to  the  nearest  private  medical  center. 

Referral  to  the  Genetic  Testing  and  Counseling  Program  should  be  considered  or  recommended  for 
individuals 

with  evidence  of: 

•  mental  retardation  of  unknown  cause; 

•  congenital  abnormalities  or  birth  defects; 

•  growth  retardation; 

•  metabolic  disorders  (such  as  PKU); 

•  inherited  neurological  disorders; 

•  other  known  inherited  disorders  such  as  cystic  fibrosis,  neurofibromatosis,  Maftan  Syndrome,  Hunting- 
ton's Disease,  congenital  heart  defects;  and/or 

•  a  medical  condition  that  may  be  hereditary; 
or  who  — 

•  have  had  a  child  with  a  birth  defect  or  genetic  disorder; 

•  have  a  positive  family  history  of  a  genetic  disorder; 

•  have  been  exposed  to  potential  teratogens  (e.g.,  toxic  chemicals,  anticonvulsants,  chemotherapeutic 
agents,  other  medications,  or  radiation  therapy); 

•  have  had  a  stillborn  child  whose  cause  of  death  is  not  known; 

•  have  had  two  or  more  pregnancy  losses,  such  as  miscarriages; 

•  have  been  exposed  to  a  virus  at  or  near  the  time  of  pregnancy;  and/or 

•  regularly  use  such  substances  as  alcohol,  cigarettes,  marijuana,  or  other  street  drugs. 

In  addition,  referral  is  recommended  for: 

•  couples  who  are  related  by  blood  (consanguinity),  or  who  are  known  as  carriers  of  a  genetic  disorder; 
and/or 

•  members  of  certain  ethnic  groups  with  a  high  incidence  of  a  particular  inherited  disease  where  carrier 
testing  is  available,  such  as  Tay-Sachs  disease  (found  most  often  in  Jewish  people  of  Ashkenazi  descent), 
Sickle  Cell  Anemia  (found  most  often  among  black  people),  and  Thalassemia  (found  most  often  in  people 
of  Mediterranean  descent). 

Services 

Genetic  testing  and  counseling  are  provided  by  genetic  counselors  in  cooperation  with  physician  geneticists. 
SHC  clinic  staff  identify  and  refer  those  patients  who  could  benefit  from  genetic  services. 

Genetic  counseling  is  a  voluntary  service.  A  parent's  or  patient's  decision  not  to  participate  in  counseling 
does  not  affect  eligibility  for  any  other  services. 

Genetics  clinic  locations  are  listed  in  Appendix  II.  For  more  information  about  genetic  services,  or  to  refer  a 
patient  or  family  for  such  services,  contact  your  nearest  Regional  Health  Office  and  request  the  genetic  counselor, 
or  call  the  Massachusetts  Genetics  Program  toll-free  hotline,  1-800-882-1169. 
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COMMUNITY  SERVICES  UNIT 


COMMUNITY  SERVICES  UNIT 

Through  contracted  programs  and  purchase  of  services,  the  Community  Services  Unit  provides  a  range  of 
therapeutic,  educational,  and  supportive  services  to  children  with  confirmed  or  potentially  disabling  conditions, 
and  to  their  families.  The  goal  of  the  Unit  is  to  help  each  family  served  to  develop  their  child's  maximum  potential 
and  to  keep  their  child  as  close  to  home  as  possible. 

The  Unit  is  responsible  for  a  statewide  network  of  early  intervention  programs,  and  also  supports  develop- 
mental day  and  integrated  preschool  programs.  Home  health  care,  campership,  and  residential  nursing  care 
services  are  purchased  or  arranged  to  help  ensure  that  multiply-handicapped  children  are  in  the  most  appropriate 
program  possible.  A  multi-disciplinary  interagency  team  assesses  multi-handicapped  children's  eligibility  for  these 
latter  services. 


Individual  program  descriptions  follow,  further  explaining 
eligibility  and  services.  Program  locations  are  listed  in 
Appendix  II. 


EARLY  INTERVENTION  PROGRAMS 

The  Division  presently  supports  44  early  intervention  programs  that  serve  all  cities  and  towns  in  the 
Commonwealth.  Early  intervention  programs  provide  educational  and  therapeutic  services  to  families  with  very 
young  children  (birth  to  three  years  of  age)  who  are  disabled,  delayed  in  their  development,  or  at  serious  risk  to 
become  delayed  through  biological  or  environmental  factors.  Services  are  provided  to  children  and  their  families 
in  program  centers,  in  a  family's  home  or  in  a  combination  of  center-based  and  home  programs.  Comprehensive 
individual  assessments  lead  to  the  development  of  an  Individual  Intervention  Plan. 

Although  staffing  patterns  vary  from  program  to  program,  in  all  cases  a  multi-disciplinary  team  (which  may 
include  a  nurse,  social  worker,  child  development  specialist,  occupational  therapist,  physical  therapist,  and/or 
speech  therapist)  works  to  provide  families  with  the  training  and  the  support  needed  to  aid  their  children  to 
function  more  independently. 

Referrals  may  be  made  directly  to  an  early  intervention  program  by  professionals  or  parents.  Programs 
determine  eligibility  for  services  based  on  Division  guidelines,  needs  of  the  child  and  family,  and  ability  of  the 
program  to  meet  these  needs. 

Costs  for  services  vary  from  program  to  program,  and  are  reimbursable  by  third  party  payors  and  state 
agencies.  The  Division  is  currently  working  with  the  Massachusetts  Rate  Setting  Commission  to  establish  a  rate 
which  would  expand  the  base  of  reimbursable  services.  (This  rate  would  allow  for  payment  of  services  by  Medicaid 
and  possible  other  third  party  payors.) 


DEVELOPMENTAL  DAY  PROGRAMS 

Developmental  Day  Programs  are  center-based,  educational/therapeutic  programs  providing  stimulation 
and  training  in  self-help  skills  to  multiply  handicapped  children  birth  to  three  years  of  age.  Children  eligible  for 
these  services  are  orthopedically  and/or  neurologically  impaired.  Programs  are  conducted  in  fully  licensed  and 
accredited  facilities  and  are  implemented  by  a  full  complement  of  staff  —  developmentalists,  physical,  occupa- 
tional, and  speech  therapists,  social  workers,  nurses  —  oftentimes  with  consultative  services  from 
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psychologists,  nutritionists,  and  members  of  the  medical  community.  There  is  no  charge  to  families  for  these 
services. 

Referrals  are  made  directly  to  programs  by  community  referral  sources  or  family  members.  After  a  thorough 
assessment,  program  staff  determine  eligibility  for  services  based  on  their  ability  to  provide  an  individual  plan  to 
meet  the  needs  of  the  child  and  her/his  family. 

INTEGRATED  PRESCHOOL  PROGRAMS 

In  Integrated  Preschool  Programs,  occupational,  physical,  and  speech  therapy  are  incorporated  in  a  school 
setting  that  brings  together  handicapped  and  able-bodied  students  between  the  ages  of  three  and  six.  The 
programs,  for  which  there  is  no  charge  to  families,  incorporate  such  therapies  in  an  early  childhood  curriculum 
which  promotes  physical,  social,  emotional,  and  cognitive  development.  Referrals  may  be  made  directly  to  the 
program  or  through  the  local  education  agency.  These  programs  also  have  a  community  outreach  component 
which  provides  training  to  professionals  and  other  resources  within  the  community. 

MEDICAL  REVIEW  TEAM 

The  Medical  Review  Team  (MRT)  is  an  interagency,  interdisciplinary  team  of  professionals  with  clinical 
training  and/or  experience  in  the  care  and  treatment  of  children  with  multiple  handicaps.  The  purpose  of  the  MRT 
review  is  to  determine  eligibility  for  community  services  and  for  residential  nursing  care  (described  later  in  this 
section).  Children  are  generally  referred  by  hospitals,  school  systems,  social  service  agencies,  and  other  state 
agencies. 

HOME  HEALTH  CARE  PROGRAM 

The  Home  Health  Care  Program  offers  temporary  in-home  assistance  with  the  medical  and  daily  health  care 
needs  of  medically-involved  handicapped  children.  By  contracting  with  home  health  agencies  for  trained  home 
health  providers  (including  aides,  registered  and  licensed  nurses,  specialty  therapists,  and  homemakers),  the 
program  enables  families  to  continue  to  care  for  the  child  with  special  medical  needs  at  home.  The  Department  has 
also  initiated  a  program  that  provides  for  nursing  equipment  and  related  services  to  any  ventilator-dependent  child 
choosing  to  be  at  home  rather  than  be  hospitalized.  Third  party  insurance  and  Medicaid  are  encouraged  as  the 
first  source  of  payment  for  home  health  care  services;  in  the  absence  of  such  coverage,  there  is  no  charge  to 
families  of  these  services.  As  of  publication  of  this  handbook,  the  Division  is  working  with  the  Department  of  Public 
Welfare  to  develop  mechanisms  for  securing  Medicaid  payment  for  home  services  for  respirator-dependent  and 
other  chronically  ill  children. 

Families  with  a  multiply-handicapped  child  under  22  years  of  age  are  eligible  for  home  care  services.  A  child  in 
need  of  these  services  who  is  also  enrolled  in  a  Services  for  Handicapped  Children  clinic  program  should  have 
home  care  services  coordinated  at  her/his  regional  clinic  site.  A  child  not  enrolled  in  a  SHC  clinic  program  must 
have  a  request  made  for  home  health  care  services  on  her/his  behalf  by  an  agency  or  provider  currently  involved  in 
the  child's  medical,  social,  or  educational  services. 

For  all  applicants,  the  Medical  Review  Team  (MRT)  referral  packet  must  be  completed  and  sent  to  the 
Community  Services  Unit  Home  Care  Coordinator.  This  material  is  reviewed  by  MRT  members  to  determine 
eligibility  and  amount  of  service  to  be  provided.  In  determining  the  amount  of  service  to  be  provided,  consideration 
is  given  to  social/ familial/behavioral  factors,  the  time  required  to  provide  care,  and  use  of  other  community 
resources.  Actual  service  provision  will  be  based  on  availability  of  funds. 
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When  these  decisions  are  made,  the  referral  source  and  family  are  notified  to  select  a  certified  home  health 
agency  and  the  Coordinator  sends  an  authorization  for  service  to  the  provider.  Approvals  are  made  for  service  up 
to  three  months.  Continued  eligibility  will  be  reviewed  with  submission  of  a  renewal  for  service  request. 


CAMPERSHIP  PROGRAM 

The  Division  also  funds  a  combined  therapeutic  and  recreational  program  for  multiply-handicapped  children. 
This  Campership  Program  provides  an  important  socialization  and  recreational  experience  and  helps  to  promote 
a  child's  self-esteem. 

Children  between  the  ages  of  18  months  and  22  years  who  are  currently  enrolled  in  a  SHC  program  are  given 
first  consideration  in  the  Campership  Program.  Special  consideration  is  also  given  to  children  whose  family 
circumstances  indicate  need  for  respite  care,  to  children  in  pediatric  nursing  homes,  and  to  children  who  have 
never  had  a  camp  experience. 

Applications  for  the  Campership  Program,  which  are  reviewed  by  members  of  the  Medical  Review  Team  for 
final  approval,  may  be  obtained  directly  from  the  Community  Services  Unit  or  your  nearest  Regional  Health 
Office.  Regional  requests  for  campership  funding  are  based  heavily  on  clinical  team  recommendations.  There  is  no 
charge  to  families  for  this  program. 


PEDIATRIC  NURSING  HOMES 

Pediatric  Nursing  Homes  provide  skilled  nursing  care  to  chronically  ill,  severely  cognitively-impaired  children 
from  birth  to  22  years  of  age  on  a  residential  or  respite  basis.  The  facilities  are  privately  owned,  and  are  licensed 
and  monitored  by  the  Department  of  Public  Health.  The  primary  source  of  payment  is  Medicaid  through  eligibility 
for  Supplemental  Security  Income  (SSI). 

Massachusetts  requires  that  a  child  be  certified  as  eligible  for  pediatric  nursing  care  by  the  Medical  Review 
Team  before  s/he  may  be  admitted  to  a  nursing  home.  Determinations  are  based  on  the  medical/nursing  needs 
and  social  and  developmental  factors  in  each  child's  case.  All  possible  community  alternatives  are  considered  by 
the  MRT  in  conjunction  with  any  decision  regarding  residential  nursing  care. 

To  initiate  the  certification  process,  a  Regional  Health  Office,  hospital,  school  or  social  service  agency  staff 
person  who  has  had  significant  involvement  with  the  family  and  child  should  contact  the  Residential  Services 
Program  Director  in  the  Division's  Central  Office  Community  Services  Unit  in  Boston  to  request  an  MRT  referral 
packet.  The  forms  in  the  packet  are  to  be  completed  by  agency  staff  in  conjunction  with  the  family  and  returned  to 
the  Residential  Services  Program  Director. 

If  the  child  is  certified  as  eligible  for  residential  nursing  care,  s/he  may  be  admitted  according  to  the  decisions 
of  the  Admissions  Committee  of  each  facility.  If,  however,  a  child  is  not  certified  as  eligible  for  residential  nursing 
care,  alternative  programs  are  recommended  and  implementation  is  initiated  through  the  efforts  of  MRT 
representatives.  A  family  may  appeal  the  decision  and  re-apply  for  certification.  Should  circumstances  change,  a 
review  of  the  child's  needs  may  be  requested. 
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Eligibility  for  respite  care  at  a  pediatric  nursing  facility  is  also  determined  by  the  MRT.  Eligibility  criteria  are 
based  on  the  nature  of  a  child's  multi-handicapping  condition,  the  medical/nursing  needs  of  the  child,  the  family's 
social  needs,  and  bed  availability.  Respite  care  at  a  pediatric  nursing  home  is  authorized  for  one  or  two  weeks 
within  any  six  month  period  and  is  funded  by  the  Division. 


For  more  information  on  any  of  these  programs  or  on  the 
Medical  Review  Team,  please  contact  the  Central  Office 
Community  Services  Unit  in  Boston.  The  telephone  number  is 
listed  in  the  front  of  this  handbook. 
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CASE  MANAGEMENT  SERVICES  UNIT 


CASE  MANAGEMENT  SERVICES  UNIT 

Established  as  a  part  of  the  Division  in  1982  when  the  Supplemental  Security  Income  —  Disabled  Children's 
Program  (SSI-DCP)  was  incorporated  into  the  Maternal  and  Child  Health  Block  Grant,  this  Unit  identifies, 
coordinates  and  monitors  the  comprehensive  service  needs  of  handicapped  children.  Unit  staff  work  to  ensure 
that  severly  impaired  children  receive  necessary  medical,  social,  educational,  developmental,  and  rehabilitative 
services. 

Eligibility 

Handicapped  children  from  birth  to  18  years  who  receive  SSI  benefits,  are  served  through  any  of  the 
Divisions'  other  Units,  or  are  referred  through  community  agencies,  are  eligible  for  services. 

Services 

Case  Management  staff  provide  technical  assistance,  referral,  case  management,  and  advocacy.  With  the 
consent  and  direct  involvement  of  the  handicapped  child's  primary  caretakers,  and  with  the  participation  of 
current  or  potential  service  providers,  an  individualized  service  plan  is  developed.  The  plan  contains  objectives  to 
meet  the  identified  needs  of  the  child  and  her/his  family,  anticipated  outcomes,  and  a  method  for  ensuring 
implementation  of  the  plan.  Delivery  of  services  is  monitored,  and  annual  reviews  are  conducted. 

The  Central  Office  of  the  Case  Management  Services  Unit  also  provides  training,  technical  assistance,  and 
resource  materials  on  Supplemental  Security  Income  (SSI)  to  parents  and  providers.  The  office  can  assist  these 
individuals  in  determining  if  a  child  can  benefit  from  receiving  SSI  and  Medicaid. 

Program  Locations  and  Referral  Process 

Case  Management  Services  Unit  staff  are  located  in  each  of  the  Regional  Health  Offices  and  in  Boston. 
Referrals  should  be  made  to  your  nearest  Regional  Health  Office.  Telephone  numbers  are  listed  in  the  front  of  this 
handbook. 

For  more  information  about  the  program,  contact  the  Case  Management  Services  Unit  in  the  Central  Office 
in  Boston  or  call  the  Unit's  toll-free  number,  1-800-882-1435. 
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MATERNAL  AND  CHILD 
HEALTH  SERVICES 

A  BRIEF  OVERVIEW 

Pregnancy,  infancy,  childhood,  and  adolescence  are  stages  of  life  in  which  human  beings  experience  rapid 
and  dramatic  growth  and  development.  They  are  also  stages  in  which  positive  health  attitudes  and  practices  are 
established.  The  absence  of  appropriate  and  necessary  health  services  during  these  critical  periods  contributes  to 
an  increase  in  illness,  disability  and  death. 

If  a  society  is  intent  upon  maximizing  human  potential,  it  must  at  a  minimum  ensure  access  to  high  quality, 

comprehensive  health  care  services  to  all  mothers,  infants  and  children.  The  Division  of  Family  Health  Services 
works  with  the  federal  government  and  local  community  agencies  to  provide  such  services. 

The  Divisions's  Maternal  and  Child  Health  Services  are  provided  or  arranged  through  three  units: 

•  the  PERINATAL,  PRESCHOOL  AND  SCHOOL  HEALTH  UNIT; 

•  the  PRIMARY  CARE  UNIT;  and 

•  the  WOMEN,  INFANTS  AND  CHILDREN  (WIC)  UNIT. 

Each  of  these  units  is  discussed  in  detail  in  the  pages  that  follow.  For  more  information  on  specific  services 
and  programs,  contact  the  appropriate  Unit  Director  in  the  Central  Office  in  Boston  or  the  FHS  Coordinator  in 
your  nearest  Regional  Health  Office.  Telephone  numbers  are  listed  in  the  front  of  this  handbook. 
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PERINATAL,  PRESCHOOL  AND 
SCHOOL  HEALTH  UNIT 


PERINATAL,  PRESCHOOL  AND 
SCHOOL  HEALTH  UNIT 

The  Perinatal,  Preschool  and  School  Health  Unit  develops  and  provides  preventive  programs  for  mothers, 
infants,  and  children.  This  is  accomplished  through  the  linkage  and  coordination  of  existing  state  resources;  the 
development  of  preventive  programs  and  strategies;  the  provision  of  targeted  health  education  programs;  and  the 
effective  management  of  mandated  screening,  identification  and  service  programs  for  mothers  and  children. 
Major  program  areas  include: 

•  Perinatal  Programs; 

•  Preschool  and  School  Health  Programs;  and 

•  Prevention  Programs 


PERINATAL  PROGRAMS 

These  programs  are  designed  to  improve  the  outcome  of  pregnancies,  prevent  prematurity,  and  provide 
early  identification  and  follow-up  of  high-risk  infants  and  families.  The  programs  described  below  serve  as  a  vital 
link  to  services  and  programs  available  to  the  child  and  family  after  birth,  including  early  intervention.  Program 
locations  are  listed  in  Appendix  III. 


High-Risk  Infant  Identification  (HRII)  Program 

High-risk  infants  are  identified  through  mandated  reports  from  maternity  units  and  Neonatal  Intensive  Care 
Units  of  hospitals  in  Massachusetts.  The  criteria  for  a  high-risk  infant  include: 

•  a  birthweight  of  2500  grams  (5  lbs.  8  oz.)  or  less; 

•  severe  growth  retardation; 

•  more  than  24  hours  in  a  Neonatal  Intensive  Care  Unit  (NICU); 

•  respirator  assistance  for  24  hours  or  more  after  birth; 

•  seizure(s)  and/or  neurologic  abnormality; 

•  intraventricular  hemorrhage-IVH  (bleeding  in  the  brain); 

•  septicema  (a  bacterial  infection  in  the  blood); 

•  Apgar  score  of  5  or  less  at  5  minutes; 

•  a  congenital  anomaly  (includes  syndromes  and  conditions  such  as  Fetal  Alcohol  Syndrome); 

•  meningitis  or  congenital  infection; 

•  exchange  blood  transfusion  for  hyperbilirubinemia; 

•  a  mother  who  has  had  rubella,  toxoplasmosis,  cytomegalovirus,  or  genital  herpes  type  II  during  pregnancy; 

and/or 

•  a  family  member  who  has  had  a  hearing  loss  since  childhood. 

The  following  services  are  provided  in  conjunction  with  this  high-risk  infant  identification  system: 

•  Payment  of  hospital  bills  for  infants  weighing  less  than  5l/2  lbs.  (legislation  pending  —  at  this  point  only  payor 
of  last  resort,  after  third  party  insurance). 

•  Specialized  diagnostic  and  support  services  for  infants  at  risk  of  hearing  problems.  Infants  at  risk  of  hearing 
problems  may  be  evaluated  at  one  of  the  audiological  evaluation  centers  approved  by  the  Division  (see 
Appendix  III  for  listing).  Test  results  and  recommendations  are  sent  to  the  Division  for  review;  if  the 
application  is  approved  and  the  family  has  been  determined  eligible  for  assistance,  the  purchase  of  the 
hearing  aids  and  related  accessories  will  be  authorized.  Financial  eligibility  forms  may  be  obtained  at  the 
evaluation  centers  or  directly  from  the  Division.  Eligibility  is  determined  by  family  size  and  income,  with 
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consideration  given  to  medical  costs  and  related  funding.  Families  may  be  eligible  for  full  or  partial  financial 
assistance;  children  under  age  three  may  be  eligible  for  additional  funding.  (See  Hearing  Aid  Program  in  this 
section  for  more  information.). 
•  Assistance  to  families  needing  health  care  or  support  services  related  to  the  high-risk  infant.  As  part  of  this 
service,  the  Division  funds  community-based  high-risk  infant  and  family  support  programs.  These  pro- 
grams offer  identified  high-risk  infants  and  families  services  which  include:  support  groups,  home  visits, 
community  nursing,  service  coordination,  and  referral  to  other  programs  such  as  early  intervention  (see 
Early  Intervention  Program  description  under  Community  Services  Unit  in  Services  for  Handicapped 
Children  section). 


DES  (Diethylstilbestrol)  Diagnostic  Program 

The  Division  has  developed  agreements  with  certain  medical  centers  located  in  various  regions  of  the  state  to 
provide  specialized  diagnostic  evaluations  to  DES  daughters  (negotiations  are  underway  to  develop  a  like 
program  for  DES  sons).  DES  is  a  drug  that  was  commonly  prescribed  between  1941  and  1971  to  women  with 
complications  of  pregnancy.  DES  exposure  has  been  found  to  increase  the  risk  of  abnormalities  of  the  reproduc- 
tive system  in  daughters  and  sons,  to  cause  a  rare  type  of  cancer  in  daughters  (also  recently  concern  has  been 
raised  over  a  possible  association  with  testicular  cancer  in  sons.) 

Diagnostic  services  are  currently  available  to  any  woman  known  or  suspected  to  be  a  DES  daughter 
regardless  of  her  financial  status.  In  the  event  that  third  party  insurance  is  not  available,  the  Division  assumes 
responsibility  for  payment  of  services  given. 

There  is  a  toll-free  number  for  more  information:  1-800-422-6237.  In  addition,  any  of  the  Regional  Health 
Offices  may  be  contacted.  Telephone  numbers  are  listed  in  the  front  of  this  handbook. 


Sudden  Infant  Death  Syndrome  (SIDS)  Program 

The  Division  of  Family  Health  Services  funds  the  Massachusetts  Center  for  Sudden  Infant  Death  Syndrome 
(SIDS),  which  is  a  cooperative  statewide  program  between  Boston  Health  and  Hospitals  and  Children's  Hospital 
in  Boston. 

The  Center  provides  an  integrated,  comprehensive,  professional  and  compassionate  response  to  the  needs  of 
families  whose  infants  die  of  SIDS.  Payment  is  available  for  the  autopsy  of  the  infant  and  home  visits  are  provided 
by  community  health  nurses  who  have  received  advanced  training  in  this  area.  In  addition,  education  and  training 
programs  are  offered  for  health  professionals. 

Professional  staff  are  available  24  hours  a  day  to  insure  proper  diagnosis,  to  provide  information,  to  arrange  for 
the  autopsy,  and  to  plan  for  appropriate  management  and  outreach  to  a  family.  To  reach  a  SIDS  staff  person,  call 
(617)  424-5742. 

Genetics  Education  and  Environmental  Exposure  Programs 

Staff  of  the  Perinatal,  Preschool  and  School  Health  Unit  also: 

•  develop  and  disseminate  information  on  genetic  issues  to  the  public  and  offer  professional  education 
activities  to  physicians  and  other  health  professionals; 

•  investigate  reports  from  individual  communities  concerned  with  such  problems  as  rates  of  miscarriages, 
child  health  problems,  and  birth  defects;  and 

•  are  involved  in  the  development  of  projects  designed  to  improve  pregnancy  outcome. 
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A  toll-free  telephone  information  service  —  the  Pregnancy/Environmental  Hotline  —  is  provided  through  the 
New  England  Medical  Center's  Birth  Defect  Center.  Staff  is  available  between  9:00  a.m.  and  4:30  p.m.,  Monday 
through  Friday,  at  1-800-332-5014,  to  answer  questions  concerning  a  variety  of  environmental  exposures. 


For  more  information  on  these  Perinatal  Programs,  contact 
the  Perinatal,  Preschool  and  School  Health  Unit  in  the  Cen- 
tral Office  in  Boston.  The  telephone  number  is  listed  in  the 
front  of  this  handbook. 


PRESCHOOL  AND  SCHOOL  HEALTH  PROGRAMS 

The  Unit's  Preschool  and  School  Health  Programs,  which  are  described  below,  establish  standards  and 
provide  guidance  in  the  area  of  school  health,  health  screening,  and  health  promotion  and  disease  prevention  for 
children  from  preschool  age  to  adulthood.  In  addition,  there  is  a  Hearing  Aid  Program  for  eligible  children. 
Program  locations  are  listed  in  Appendix  III. 


Preschool  Programs 

The  Unit  is  seeking  to  promote  and  develop  community-based  health  service  support  systems  for  center- 
based  and  family  daycare  programs,  offering  preventive  health  services,  referral  coordination,  technical  assist- 
ance, and  staff  and  parent  education  related  to  preschool  health  needs  and  early  identification  of  high-risk  young 
children. 

At  this  time,  the  Division  funds  one  demonstration  project,  the  Preschool  Enrichment  Team  in  Holyoke, 
which  currently  offers  services  in  the  greater  Holyoke-Chicopee  area  and  to  selected  centers  in  Springfield.  The 
Unit  expects  to  upgrade  and  expand  preschool  health  services  in  the  future.  Planning  coordination,  technical 
assistance,  and  consultation  are  currently  available  as  part  of  this  Preschool  Health  Initiative. 


School  Health  Programs 

The  Division  is  the  designated  agency  for  development,  interpretation  and  enforcement  of  Public  Health 
statutes,  regulations  and  standards  pertaining  to  school  health  (excluding  immunizations,  which  are  administered 
by  the  Division  of  Communicable  and  Venereal  Diseases,  617-727-2686).  Included  among  these  are  health 
examinations  and  assessments,  the  administration  of  psychotropic  drugs  and  modifications  in  mandatory  school 
health  services. 

Central  and  regional  staff  also  provide  technical  assistance  on  screening  procedures  (vision,  hearing,  postural 
defects),  program  management,  staff  development,  and  other  school  health  issues.  School  systems  are  required, 
under  the  Physical  Examination  of  School  Children  regulations,  to  screen  the  vision  and  hearing  of  every  child  in 
kindergarten  through  the  twelfth  grade  annually.  Some  school  systems  have  modified  the  frequency  of  this  testing 
in  the  older  grades;  such  changes  require  prior  approval  of  the  Division  of  Family  Health  Services  via  a  waiver 
procedure.  Staff  also  provide  training  to  school  personnel  to  prepare  them  to  set  up  a  vision  and  hearing  program 
and  to  offer  refresher  training  every  three  years. 

In  addition,  since  1971,  the  Division  has  been  promoting  postural  screening  in  schools  to  identify  problems 
with  curvature  of  the  spine,  and  such  screening  is  a  part  of  a  required  examination  program  in  all  schools  in 
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Massachusetts.  The  role  of  Division  staff  has  been  to  train  physical  educators  and  school  nurses  to  carry  out  the 
actual  postural  screening  process,  to  provide  training  and  educational  materials,  and  then  to  serve  as  consultants 
as  requested. 

If  referral  to  a  physician  seems  warranted  after  screening,  families  are  encouraged  to  see  their  primary  care 
provider  who  can  refer  them  to  orthopedists.  The  Division  encourages  local  follow-up  and  community  efforts,  and 
offers  the  facilities  of  its  pediatric  orthopedic  clinics  as  an  additional  resource  (see  clinic  description  under  Clinical 
Services  Unit  in  Services  for  Handicapped  Children  section). 


Hearing  Aid  Program 

The  Division  also  administers  a  Hearing  Aid  Program  through  which  hearing  aids  are  purchased  and  repaired 
for  eligible  children. 

Children  are  eligible  for  participation  in  the  program  until  their  21st  birthday  provided  they  meet  financial 
eligibility  criteria  (see  High-Risk  Infant  Identification  Program  in  Perinatal  Programs  section),  and  are  not  covered 
under  another  related  program  (such  as  Medicaid).  Hearing  evaluation  centers  may  be  contacted  directly  to 
arrange  for  testing,  which  is  necessary  before  participation  is  approved. 

The  Division  also  provides  funds  for  insuring  hearing  aids  against  loss  or  damage  for  three  years.  In  addition, 
any  necessary  repairs  to  hearing  aids  obtained  through  this  program  may  be  paid  for.  To  have  a  child's  hearing  aid 
repaired,  the  parent  contacts  a  local  hearing  aid  dispenser  who  then  requests  authorization  from  the  Division  of 
Family  Health  Services.  Initial  ear  molds  and  batteries  are  covered  at  the  time  of  purchase;  parents  are  responsible 
for  the  costs  of  replacement  ear  molds  and  batteries. 


For  more  information  on  these  Preschool  and  School  Health 
Programs,  contact  the  Perinatal,  Preschool  and  School 
Health  Unit  in  the  Central  Office  in  Boston.  Also,  in  the  case 
of  School  Health  Programs,  the  Regional  Public  Health 
Nursing  Advisor  in  any  of  the  Regional  Health  Offices  may  he 
contacted.  Telephone  numbers  are  listed  in  the  front  of  this 
handbook. 


PREVENTION  PROGRAMS 

Three  initiatives  address  major  threats  to  children's  health,  with  the  goal  of  preventing  the  serious  and  costly 
consequences  of  childhood  injuries  and  poisoning,  including  lead  paint  poisoning.  Program  locations  are  listed  in 
Appendix  III. 


Poison  Control  System 

The  Division  both  funds  and  provides  technical  assistance  for  research  and  direct  services  in  poison 
prevention  and  medical  care  through  the  Massachusetts  Poison  Information  Center,  located  at  Children's 
Hospital  in  Boston.  The  Massachusetts  Poison  Control  System  provides  the  following  services: 
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•  information  (including  brochures  on  treating  poisonings,  common  poisonings,  poison  proofing  and  Center 
programs); 

•  treatment; 

•  professional  education;  and 

•  public  education  and  research. 

Information  and  treatment  services  are  available  through  the  Poison  Information  Center's  24-hour  hotline, 
seven  days  a  week;  Greater  Boston  area,  232-2120;  other  Massachusetts  areas,  toll-free,  1-800-682-9211. 


Lead  Poisoning  Prevention  Program 

Backed  by  a  strong  state  statute,  the  Department  of  Public  Health's  Childhood  Lead  Poisoning  Prevention 
Program  (CLPPP)  provides  lead  screening,  laboratory  testing,  medical  follow-up  and  case  management,  envi- 
ronment inspections,  and  lead  paint  removal  and  enforcement  activities.  In  conjunction  with  CLPPP,  the  Division 
funds,  develops,  and  monitors  community-based  projects  which  combat  childhood  lead  poisoning  in  the  Com- 
munity. The  Division  also  assists  in  the  development  of  statewide  educational  materials  and  health  promotional 
campaigns  on  lead  poisoning. 


Statewide  Childhood  Injury  Prevention  Program  (SCIPP) 

Beginning  in  1979,  the  Statewide  Childhood  Injury  Prevention  Program  (SCIPP)  was  federally  funded  to  study 
childhood  injuries  and  how  they  occur,  and  to  test  strategies  to  reduce  their  frequency  through  community 
education  and  prevention  efforts.  Federal  funding  for  SCIPP  ended  as  of  October  1, 1983,  and  the  program  has 
been  integrated  into  this  Unit. 

In  order  to  continue  injury  prevention  efforts  beyond  the  end  of  its  three-year  research  and  demonstration 
project,  plans  are  underway  to  establish  an  Injury  Prevention  Resource  Center.  The  Center  will  provide  a 
comprehensive  resource  for  health  professionals,  schools,  business  and  industry,  and  other  organizations  and 
persons  interested  in  injury  control.  Acting  to  reduce  the  rate  of  accidental  injuries  statewide,  the  Center  will  offer 
the  following: 

•  pamphlets  and  fact  sheets  on  a  variety  of  injury  prevention  topics; 

•  audio-visual  materials  on  auto  safety,  burn  prevention,  and  poison  prevention; 

•  a  listing  of  curricula,  educational  materials,  and  organizations  concerned  with  injury  prevention  and  safety; 

•  data  on  injury  patterns  and  rates  among  Massachusetts  children,  including  types  and  causes  of  injuries; 
and 

•  technical  assistance  for  planning,  implementing,  and  evaluating  injury  prevention  programs,  including  how 
to  incorporate  safety  counseling  into  home-based  programs.  (This  latter  component  is  known  as  the  Home 
Injury  Prevention  Project  —  HIPP.) 


For  more  information  on  these  Prevention  Programs,  con- 
tact the  Perinatal,  Preschool  and  School  Health  Unit  in  the 
Central  Office  in  Boston.  The  telephone  number  is  listed  in 
the  front  of  this  handbook. 
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PRIMARY  CARE  UNIT 


PRIMARY  CARE  UNIT 

The  Primary  Care  Unit  supports  the  provision  of  high  quality  primary  health  care  services  for  mothers, 
children  and  adolescents,  with  the  focus  being  on  assurance  of  availability  of  services  to  high-risk  and  low-income 
populations.  The  Unit  is  involved  in  developing  standards  for  ambulatory  and  hospital  care  and  for  birthing 
centers.  Information,  education  and  technical  assistance  are  provided  in  the  areas  of  adolescent  health  and 
pregnancy,  family  planning  and  nutrition. 


PRENATAL  AND  PEDIATRIC 
PRIMARY  CARE  PROGRAMS 

Through  contracts  with  hospitals  and  community  health  centers,  comprehensive  multi-disciplinary  care  to 
high-risk,  low  income  mothers  and  children  is  offered.  The  programs  described  below  —  Prenatal  Care  (Maternal 
and  Infant  Care  —  MIC)  and  Pediatric  Care  (Child  and  Youth  —  C&Y)  —  provide  primary  care  services. 

Prenatal  and  pediatric  clinics  are  open  to  all  women  and  children,  but  focus  on  those  who  live  within  specific 
target  communities.  All  programs  have  sliding  fee  schedules  to  make  services  available  to  those  without  adequate 
health  insurance.  Program  locations  are  listed  in  Appendix  III. 


Prenatal  Care  (Maternal  and  Infant  Care  —  MIC)  Programs 

These  programs  generally  offer  the  following  perinatal  services  to  mother  and  infant: 

•  complete  prenatal  and  post  partum  diagnostic  and  preventive  health  care  services; 

•  medical  and  social  service  follow-up; 

•  nutrition  services,  family  planning  and  dental  care;  and 

•  translation  services,  if  appropriate. 


Pediatric  Care  (Children  and  Youth  —  C&Y)  Programs 

These  programs  generally  offer  the  following  services  to  children  and  youth: 

•  ambulatory  health  care  including  periodic  medical  examinations,  immunizations,  diagnostic  screening, 
laboratory  services,  follow-up  treatment  of  medical  and  dental  problems,  social  services,  nutrition  counsel- 
ing and  education;  and 

•  coordination  with  hospital  in-patient  pediatric  services,  medical  services  and  surgical  services. 


MIC  and  C&Y  Referral  Process 

Referrals  may  be  made  directly  to  the  program  nearest  the  client.  It  is  recommended,  however,  that  contact 
be  made  first  to  determine  the  current  status  of  services.  For  general  information  on  MIC  or  C&Y  programs,  call 
the  Primary  Care  Unit  in  the  Central  Office  in  Boston.  The  telephone  number  is  listed  in  the  front  of  this 
handbook. 
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ADOLESCENT  HEALTH,  PREGNANCY 
AND  PARENTING  PROGRAMS 

The  Division  of  Family  Health  Services  contracts  with  a  number  of  community  programs  which  provide 
comprehensive  health  services  to  both  male  and  female  adolescents.  These  services  may  include  counseling  and 
education  that  focus  on  nutrition,  conception,  sexuality,  adolescent  pregnancy,  parenting  skills,  prevention  of 
smoking,  drug  or  alcohol  abuse,  and  promotion  of  good  health  habits. 

Additionally,  the  more  specialized  Adolescent  Pregnancy  and  Parenting  Programs  are  designed  to  ensure 
early  identification  of  pregnant  adolescents  and  to  provide  them  with  prenatal  care,  and  with  educational  and 
social  services  which  meet  their  specific  needs.  The  young  mother  and  her  infant  are  offered  health  care  and 
support  services  through  a  two-year,  post  partum  period. 

Adolescent  Programs  Referral  Process 

Referrals  may  be  made  directly  to  the  program  nearest  the  client.  Program  locations  are  listed  in  Appendix  III. 
For  general  information  on  Adolescent  Health,  Pregnancy  and  Parenting  Programs,  call  the  Primary  Care  Unit  in 
the  Central  Office  in  Boston.  The  telephone  number  is  listed  in  the  front  of  this  handbook. 

PRIMARY  CARE  INFORMATION  AND 
EDUCATION  PROGRAMS 

Staff  of  the  Primary  Care  Unit  is  involved  in  various  information  and  education  activities.  Available  services 
include: 

•  educational  programs  on  sexuality,  contraceptive  methods,  abortion  and  gynecological  care  (films 
addressing  some  of  these  areas  are  also  available); 

•  a  directory,  published  annually,  which  lists  those  community-based  programs  which  specialize  in  family 
planning,  gynecology,  venereal  disease  treatment,  rape  crisis  counseling,  and  abortion  counseling; 

•  information  on  and  referral  to  family  planning,  gynecological  services  and  venereal  disease,  pregnancy, 
abortion  and  rape  services;  and 

•  nutrition  information. 


For  more  information  on  these  services,  contact  the  Primary 
Care  Unit  in  the  Central  Office  in  Boston.  The  telephone 
number  is  listed  in  the  front  of  this  handbook. 
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WOMEN,  INFANTS  AND 
CHILDREN  (WIC)  UNIT 


WOMEN,  INFANTS  AND 
CHILDREN  (WIC)  UNIT 

WIC,  the  Special  Supplemental  Food  Program  for  Women,  Infants  and  Children  is  federally  funded  by  the 
U.S.  Department  of  Agriculture.  WIC  provides  specific  nutritious  foods  and  nutrition  counseling  as  part  of 
ongoing  health  care  for  low  to  moderate  income  pregnant,  breastfeeding  and  post  partum  women  and  for  infants 
and  children  under  five,  who  are  determined  to  be  at  nutritional  risk. 

Eligibility 

Eligibility  for  WIC  is  based  on  two  factors  —  income  and  nutritional  risk.  The  applicant  must  have  low  or 
moderate  income.  Income  standards  are  set  by  federal  regulation  with  screening  of  income  done  at  a  local  WIC 
office. 

Nutritional  risk  is  determined  from  information  recorded  by  the  health  care  provider  on  the  WIC  referral 
form,  combined  with  an  assessment  done  by  the  WIC  nutritionist.  Some  conditions  which  would  make  an 
individual  WIC  eligible  are:  anemia,  inadequate  growth  patterns,  nutrition-related  chronic  conditions,  obstetrical 
history,  conditions  that  predispose  an  individual  to  nutritional  risk,  or  a  nutritionally  inadequate  food  intake. 

Services 

The  WIC  Unit  contracts  with  a  number  of  individual  health  centers,  hospitals  and  social  service  agencies  to 
operate  WIC  programs  throughout  the  state.  Each  WIC  agency  provides  an  individualized  nutritional  care  plan  for 
each  participant,  which  includes  a  food  package  tailored  to  her/his  needs,  nutritional  counseling  and  health  care 
referrals. 

Each  month  the  WIC  participant  receives  food  vouchers  which  s/he  redeems  at  WIC-contracted  stores  or 
dairies  for  a  designated  amount  of  certain  foods,  such  as  milk,  eggs,  cheese,  iron-fortified  cereals,  100%  fruit  juices, 
peanut  butter,  dried  beans/peas  and  iron-fortified  infant  formula. 

Pregnant  and  breastfeeding  women,  and  parents  of  children  on  WIC  are  given  help  with  food  choices  and 
feeding  practices.  This  guidance  is  based  on  the  nutritional  assessment  completed  at  the  initial  visit  to  WIC. 

Since  WIC  is  considered  a  primary  health  care  service,  referrals  to  health  care  providers  are  an  important 
part  of  the  program.  WIC  participants  who  are  receiving  no  medical  care  are  referred  to  physicians  or  clinics.  WIC 
also  makes  referrals  to  social  service  agencies,  mental  health  centers,  entitlement  programs  (such  as  food 
stamps),  legal  services,  and  other  sources  of  assistance,  where  applicable.  The  WIC  Unit  coordinates  and 
monitors  services  at  each  local  program,  and  works  to  integrate  WIC  with  other  health  services.  WIC  Unit 
nutrition  staff  also  act  as  an  information  and  referral  source  to  nutritionists  throughout  the  state. 

WIC  Program  Referral  Process 

Individuals  interested  in  applying  for  program  services  should  contact  the  local  WIC  program  in  their  area 
(program  locations  are  listed  in  Appendix  III).  Physicians  and  other  health  care  providers  are  encouraged  to 
contact  the  WIC  program  in  their  area  to  receive  more  information  on  appropriate  referrals  to  WIC.  Inquiries  may 
also  be  directed  to  the  WIC  Unit  in  the  Central  Office  in  Boston.  The  telephone  number  is  listed  in  the  front  of  this 
handbook. 
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ADMINISTRATION  SERVICES 


ADMINISTRATION  SERVICES 

The  Division's  Administration  Services  Section  provides  the  following  services  to  the  public,  other  agencies 
and  health  providers,  and  to  Division  staff: 

•  POLICY  ANALYSIS; 

•  INFORMATION  AND  EDUCATION;  and 

•  STATISTICS  AND  EVALUATION. 

In  addition,  this  Section  provides  management,  fiscal,  budgetary,  and  contracting  support  to  all  the  programs 
of  Services  for  Handicapped  Children  and  Maternal  and  Child  Health  Services,  as  well  as  to  the  Division  as  a 
whole. 

POLICY  ANALYSIS 

Policy  Office  staff  monitor  and  analyze  developments  which  affect  Division  programs  and  the  population  they 
serve.  Staff  serve  as  a  resource  to  the  Division  in  assessing  the  impact  of  federal  and  state  legislation  and 
regulations,  and  in  planning  any  necessary  program  adjustments.  They  also  assist  Division  staff  in  research  and 
planning  activities  which  affect  the  allocation  of  program  funds.  In  addition,  Policy  Office  staff  serve  as  liaison  to 
provide,  consumers,  advocates,  and  other  individuals,  groups  and  organizations  with  an  interest  in  family  health, 
health. 

The  Office  is  also  the  link  to  the  Family  Health  Services  Advisory  Council,  which  is  appointed  by  the 
Commissioner  of  Public  Health.  The  Council  was  established  in  1982  to  advise  the  Division  on  "policy  planning 
and  priorities  of  need  for  Family  Health  Services"  in  the  Commonwealth.  Members  are  appointed  for  staggered 
three-year  terms  and  represent  professional,  provider,  advocate  and  consumer  interests.  Other  areas  where  the 
public  participates  in  Division  decision-making  include:  advisory  groups  in  specific  program  areas  such  as  genetics 
and  early  intervention  services;  Request  for  Proposals  (RFP)  review  committees;  and  public  hearings. 


INFORMATION  AND  EDUCATION 

To  inform  staff  and  interested  members  of  the  public  about  Division  activities  and  issues  affecting  family 
health,  the  Division  offers  a  number  of  services  and  publications.  These  include: 

•  the  Family  Health  Services  Bulletin,  a  bi-monthly  newsletter; 

•  the  Family  Health  Services  Handbook; 

•  the  Family  Health  Services  Seminar  Series;  and 

•  periodic  and  special  reports  and  fact  sheets. 

Information  and  Education  staff  are  informed  about  issues  and  activities  of  the  entire  Division  and  all  of  its 
programs,  and  will  make  every  effort  to  respond  to  inquiries  and  concerns. 


STATISTICS  AND  EVALUATION 

This  Administrative  Unit  serves  as  an  information  and  analytic  resource  to  Division  staff  as  well  as  to  the 
public.  The  Statistics  and  Evaluation  Unit  offers  support  to  Division  staff  in  statistics,  study  design  for  research 
projects,  systems  design,  forms  design,  and  programming. 
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Statistical  support  includes  preparing  quarterly  and  annual  reports  describing  the  characteristics  of  the 
populations  served  in  the  Division's  programs,  and  the  amounts  and  types  of  service  provided  by  these  programs. 
The  Statistics  staff  also  conduct  structured  needs  assessments  for  individual  programs  to  determine  the  optimal 
allocation  of  limited  resources. 

Evaluation  includes  an  assessment  of  client  expectations  and  perceptions  of  the  Division's  programs,  the 
extent  to  which  programs  reach  those  whom  they  are  intended  to  serve,  and  their  effectiveness. 

Finally,  the  Unit  maintains  information  on  maternal  and  child  health  (such  as  birth,  mortality  and  census  data) 
for  Massachusetts  cities  and  towns,  the  state  as  a  whole  and  the  United  States  in  general.  This  information  is 
available  upon  request. 

BUDGET,  CONTRACTS  AND  FISCAL  UNITS 

The  Budget  Unit  acts  as  liaison  between  the  Division  and  the  Department  of  Public  Health's  Central  Budget 
Office  to  monitor  and  control  expenditures.  It  works  with  Division  program  units  in  planning  and  managing 
funding  for  staff  and  services,  and  handles  the  purchase  of  all  administrative  support  services,  equipment  and 
supplies. 

The  Contracts  Unit  provides  technical  assistance  to  the  Division's  program  units  and  to  vendors  in  the 
negotiation  of  both  purchase-of-service  and  consultant  contracts.  It  assures  compliance  with  rules  and  regulations 
of  the  Executive  Office  of  Human  Services,  Rate  Setting  Commission,  Executive  Office  for  Administration  and 
Finance  and  the  Comptroller's  Division.  The  Unit  processes  monthly  contract  invoices  and  monitors  providers' 
spending  levels  for  conformity  with  contract  budgets. 

The  Fiscal  Unit  reviews  authorizations  for  payment  and  processes  invoices  primarily  for  the  SHC  clinics  and 
Community  Services  Programs.  In  addition,  it  handles  payments  to  the  consultant  staff,  and  expenditures  for 
many  other  miscellaneous  items  necessary  to  the  daily  operation  of  the  Division. 


For  more  information  on  any  of  these  Administration  Serv- 
ices, contact  the  appropriate  Unit  or  Office  whose  number  is 
listed  in  the  front  of  this  handbook. 
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APPENDIX  I 


CITIES  AND  TOWNS  ACCORDING  TO 
REGIONAL  HEALTH  OFFICE 

PLEASE  NOTE:  The  cities  and  towns  listed  below  correspond  to  the  Regional  Health  Office  areas  outlined  on 
the  map  at  the  front  of  this  handbook.  Mailing  addresses  and  telephone  numbers  are  listed  at 
the  front  of  this  handbook. 


WESTERN  REGIONAL  HEALTH  OFFICE 


Amherst  Office 

Agawam 

Amherst 

Ashfield 

Belchertown 

Bernardston 

Brimfield 

Buckland 

Charlemont 

Chesterfield 

Chicopee 

Colrain 

Conway 

Deerfield 

E.  Longmeadow 

Erving 


Gill 

Goshen 

Granby 

Greenfield 

Hadley 

Hampden 

Hawley 

Heath 

Holland 

Holyoke 

Huntington 

Leverett 

Leyden 

Longmeadow 

Ludlow 


Monroe 

Monson 

Montague 

Montgomery 

New  Salem 

Northampton 

Northfield 

Orange 

Palmer 

Pelham 

Rowe 

Russell 

Shelburne 

Shutesbury 

So.  Hadley 


Southampton 

Southwick 

Springfield 

Sunderland 

Wales 

Ware 

Warwick 

Wendell 

W.  Springfield 

Westfield 

Westhampton 

Whately 

Wilbraham 

Williamsburg 


Pittsfield  Office 


Adams 

Alford 

Becket 

Blandford 

Cheshire 

Chester 

Clarksburg 

Cummington 

Dalton 

Egremont 


Florida 

Granville 

Hinsdale 

Lanesborough 

Lee 

Lenox 

Middlefield 

Monterey 

Mt.  Washington 

New  Ashford 


New  Marlboro 

North  Adams 

Otis 

Peru 

Pittsfield 

Plainfield 

Richmond 

Sandisfield 

Savoy 

Sheffield 


Stockbridge 

Tolland 

Tyringham 

Washington 

W.  Stockbridge 

Williamstown 

Windsor 

Worthington 
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CENTRAL  REGIONAL  HEALTH  OFFICE 


Acton 

Franklin 

Miltord 

Sterling 

All  1 

Ashburnham 

Gardner 

Mulbury 

Stow 

Asnoy 

Grafton 

Millville 

Sturbridge 

Athol 

Groton 

New  Braintree 

Sutton 

Auburn 

Hardwick 

r)   „    i  r  11 

No.  Drookiield 

Templeton 

Ayer 

Harvard 

Northborough 

Townsend 

Barre 

noiaen 

INortnbnage 

1 yngsboro 

Bellingham 

Holliston 

Oakham 

Upton 

Berlin 

Hopedale 

vJxtord 

Uxbridge 

Blackstone 

Hopkinton 

Faxton 

Warren 

bolton 

Hubbardston 

Peperell 

Webster 

Boxborough 

Hudson 

Petersham 

I  I  T         if  1 

Westiord 

Boylston 

Lancaster 

Phillipston 

W.  Boylston 

Brookfield 

Leicester 

Princeton 

W.  Brookfield 

Charlton 

Leominster 

Royalston 

Westborough 

Clinton 

Littleton 

Rutland 

Westminster 

Douglas 

Lunenburg 

Shirley 

Winchendon 

Dudley 

Marlborough 

Shrewsbury 

Worcester 

Dunstable 

Maynard 

Southborough 

Wrentham 

E.  Brookfield 

Medway 

Southbridge 

Fitchburg 

Mendon 

Spencer 

NORTHEAST  REGIONAL  HEALTH  OFFICE 


Amesbury 

Everett 

Melrose 

Somerville 

Andover 

Georgetown 

Merrimac 

Stoneham 

Arlington 

Gloucester 

Methuen 

Swampscott 

Bedford 

Groveland 

Middleton 

Tewksbury 

Belmont 

Hamilton 

Nahant 

Topsfield 

Beverly 

Haverhill 

Newbury 

Wakefield 

Billerica 

Ipswich 

Newburyport 

Waltham 

Boxford 

Lawrence 

No.  Andover 

Watertown 

Burlington 

Lexington 

No.  Reading 

Wenham 

Cambridge 

Lincoln 

Peabody 

W.  Newbury 

Carlisle 

Lowell 

Reading 

Wilmington 

Chelmsford 

Lynn 

*  Revere 

Winchester 

*  Chelsea 

Lynnfield 

Rockport 

*  Winthrop 

Concord 

Maiden 

Rowley 

Woburn 

Danvers 

Manchester 

Salem 

Dracut 

Marblehead 

Salisbury 

Essex 

Medford 

Saugus 

*Serued  by  Boston  Office  of  Case  Management  Services 
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SOUTHEAST  REGIONAL  HEALTH  OFFICE 


Abington 

Easton 

Millis 

Rockland 

Acushnet 

Fairhaven 

*  Milton 

Scituate 

Ashland 

Fall  River 

*  Natick 

Seekonk 

Attleboro 

Foxborough 

*  Needham 

Sharon 

Avon 

*  Framingham 

New  Bedford 

Sherborn 

Berkley 

Freetown 

*  Newton 

Somerset 

*  Boston 

Halifax 

Norfolk 

Stoughton 

Braintree 

Hanover 

No.  Attleboro 

*  Sudbury 

Bridgewater 

Hanson 

Norton 

Swansea 

Brockton 

Hingham 

Norwell 

Taunton 

*  Brookline 

Holbrook 

Norwood 

Walpole 

Canton 

Hull 

Pembroke 

Wareham 

Carver 

Kingston 

Plainville 

*  Wayland 

Cohasset 

Lakeville 

Plymouth 

*  Wellesley 

Dartmouth 

Mansfield 

Plympton 

W.  Bridgewater 

*  Dedham 

Marion 

*  Quincy 

*  Weston 

Dighton 

Marshfield 

Randolph 

Westport 

Dover 

Mattapoisett 

Raynham 

WeSlWOUU 

Duxbury 

Medfield 

Rehoboth 

Weymouth 

E.  Bridgewater 

Middleboro 

Rochester 

Whitman 

BARNSTABLE  COUNTY  HEALTH  OFFICE 

Barnstable 

Eastham 

Mashpee 

Tisbury 

Bourne 

Edgartown 

Nantucket 

Truro 

Brewster 

Falmouth 

Oak  Bluffs 

Wellfleet 

Chatham 

Gay  Head 

Orleans 

W.  Tisbury 

Chilmark 

Gosnold 

Provincetown 

Yarmouth 

Dennis 

Harwich 

Sandwich 

*Sewed  by  Boston  Office  of  Case  Management  Services 
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APPENDIX  II 


CLINIC  AND  PROGRAM  LOCATIONS*  — 
SERVICES  FOR  HANDICAPPED  CHILDREN 

CLINICAL  SERVICES  UNIT 
REGIONAL  CLINICS 

Western  Regional  Health  Office  (Amherst  and  Pittsfield  Offices) 


Clinic 

Developmental 
Neurology 

Oro-Facial 
Orthopedic 


Location 

Holyoke  Hospital  (Skinner  Clinic),  Holyoke 
Berkshire  Medical  Center,  Pittsfield 

Baystate  Medical  Center  (Wesson  Memorial  Unit),  Springfield 

Baystate  Medical  Center  (Wesson  Memorial  Unit),  Springfield 

Baystate  Medical  Center  (Wesson  Memorial  Unit),  Springfield 
Berkshire  Medical  Center,  Pittsfield 
Fairview  Hospital,  Great  Barrington 
Franklin  County  Hospital,  Greenfield 
Holyoke  Hospital,  Holyoke 


Central  Regional  Health  Office 


Clinic 
Cardiac 

Developmental/ 
Neurological 

Myelodysplasia 

Neurology 

Oro-Facial 
Orthopedic 

*  As  of  January  1,  1984 


Location 

Burbank  Hospital,  Fitchburg 
Harrington  Hospital,  Sturbridge 

Leominster  Hospital,  Leominster 


UMass  Medical  Center,  Worcester 

Harrington  Hospital,  Sturbridge 
UMass  Medical  Center,  Worcester 

UMass  Medical  Center,  Worcester 

Heywood  Hospital,  Gardner 
Hubbard  Regional  Hospital,  Webster 
UMass  Medical  Center,  Worcester 
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Northeast  Regional  Health  Office 


Clinic 
Brace 
Cardiac 

Cerebral  Palsy 
Myelodysplasia 
Neurology 
Orthopedic 


Scoliosis 


Location 

Tewksbury  Hospital,  Tewksbury 

North  Shore  Children's  Hospital,  Salem 
Tewksbury  Hospital,  Tewskbury 

Tewksbury  Hospital,  Tewksbury 

Tewksbury  Hospital,  Tewksbury 

Tewksbury  Hospital,  Tewskbury 

Hale  Hospital,  Haverhill 
North  Shore  Children's  Hospital,  Salem 
St.  Joseph's  Hospital,  Lowell 
Tewksbury  Hospital,  Tewksbury 

Tewksbury  Hospital,  Tewksbury 


Southeast  Regional  Health  Office 


Clinic 

Brace 

Cardiac 

Myelodysplasia 

Neurology 

Oro-Facial 

Orthopedic 


Location 

Lakeville  Hospital,  Lakeville 

Lakeville  Hospital,  Lakeville 

Massachusetts  Hospital  School,  Canton 

Lakeville  Hospital,  Lakeville 

Massachusetts  Hospital  School,  Canton 

Community  Rehabilitation  Center,  Fall  River 
Lakeville  Hospital,  Lakeville 
Brockton  Multi-Service  Center,  Brockton 
Massachusetts  Hospital  School,  Canton 


Barnstable  County  Health  Department 

Clinic  Location 


Neurology 
Orthopedic 


Barnstable  County  Hospital,  Pocasset 
Barnstable  County  Hospital,  Pocasset 
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NON-REGIONAL  CLINICS 


Cystic  Fibrosis 

Children's  Hospital,  Boston 
Massachusetts  General  Hospital,  Boston 
New  England  Medical  Center,  Boston 
Baystate  Medical  Center,  Springfield 


Hemophilia 

Children's  Hospital,  Boston 
Massachusetts  General  Hospital,  Boston 
New  England  Medical  Center,  Boston 
The  Memorial  Hospital,  Worcester 


Inborn  Errors  of  Metabolism 

Children's  Hospital,  Boston 
Massachusetts  General  Hospital,  Boston 
New  England  Medical  Center,  Boston 


Oro-facial 

Children's  Hospital,  Boston 


Seizure 

Children's  Hospital,  Boston 
Massachusetts  General  Hospital,  Boston 
New  England  Medical  Center,  Boston 


GENETICS  COUNSELING  AND  TESTING  PROGRAM 

Lakeville  Hospital,  Lakeville 
Massachusetts  Hospital  School,  Canton 
Barnstable  County  Hospital,  Pocasset 
Tewksbury  Hospital,  Tewksbury 
UMass  Medical  Center,  Worcester 
Western  Regional  Health  Office 


COMMUNITY  SERVICES  UNIT 
EARLY  INTERVENTION  PROGRAMS 

Western  Region 

Holyoke-Chicopee  Early  Intervention 
Early  Intervention  Program  (Children's  Health  Program) 
Early  Identification  Program 
Pediatric  Development  Center 
REACH  Program 

Springfield  Early  Childhood  Service  Team 
Valley  Infant  Development  Services 
Infant  Toddler  Intervention  Program 

Central  Region 

Herbert  Lipton  Early  Intervention  Program 

Well  Infant  Service  and  Education  (North  Central  Human  Services) 
Kennedy  Center  Early  Intervention  Program 
Early  Intervention  of  the  Community  Mental  Health  Center 
South  Central  Early  Intervention  Program  (Harrington  Memorial  Hospital) 
Early  Intervention  &  Family  Support  Program 

(Child  Development  Service,  UMass  Medical  Ctr.) 

Northeast  Region 

Greater  Lawrence  Early  Intervention  Program 
Pre-School  Unit  of  the  Cambridge-Somerville  Mental  Health 

&  Retardation  Center 
Concord  Area  Early  Intervention 
Infant  Development  Program 

(United  Cerebral  Palsy  Association  of  the  North  Shore,  Inc.) 
Early  Intervention  Program  of  the  Tri-City 

Community  Mental  Health  Center 
Cape  Ann  Toddler  Program  (North  Shore  Children's  Hospital) 
Danvers-Salem  Early  Intervention 
Early  Intervention  Program/V.N.A.  of  Middlesex-East 
Anne  Sullivan  Center  Early  Intervention  Program  (Tewksbury  Hospital) 
Waltham  Hospital  Early  Intervention  Program 
Early  Intervention  Program  of  the  Haverhill-Newburyport 

Human  Service,  Inc. 
Mystic  Valley  Early  Intervention  Program 

Southeast  Region  (includes  Greater  Boston  area) 

Kennedy  Center  Early  Intervention  Program  Ashland 
Pre-School  Unit  of  the  Solomon  Carter  Fuller  Mental  Health  Center  Boston 


Chicopee 
Great  Barrington 
North  Adams 
Pittsfield 
Northampton 
Springfield 
Springfield 
West  Springfield 


Fitchburg 
Gardner 
Hopedale 
Marlborough 
Southbridge 

Worcester 


Andover 

Cambridge 
Concord 

Lynn 

Maiden 
Salem 
Salem 
Stoneham 
Tewksbury 
Waltham 

West  Newbury 
Winchester 
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Southeast  Regional  Health  Office  —  Continued 


Harbor  Area  Early  Intervention  Program 

(Erich  Lindemann  Mental  Health  Center) 
Early  Intervention  Program  of  Brighton  Marine  Public  Health  Center 
Early  Intervention  Program  of  the  Brockton  Multi-Service  Center 
Early  Intervention  Program  of  Bay  Cove  Human  Services,  Inc. 
Early  Intervention  Program  of  the  Dorchester  Mental  Health  Center 
Early  Intervention  Program  of  the  Fall  River  Mental  Health  Center 
Kennedy  Center  Early  Intervention  Program 
Kennedy  Donovan  Center  Early  Intervention  Program 
Kennedy  Center  Early  Intervention  Program 
Programs  for  Children  with  Special  Development  Needs  of  the 

Newton  Guidance  Clinic 
Early  Intervention  Program  of  South  Norfolk  Association 

for  Retarded  Citizens 
Early  Intervention  Program  (South  Shore  Mental  Health  Center) 
West  Ros  Park  Early  Intervention  Program 
Taunton  Area  Early  Intervention  Program 
First  Program/Coastal  Community  Counseling  Center 

Barnstable  County 

Early  Childhood  Intervention  (Cape  Cod  Child  Development  Program) 
DEVELOPMENTAL  DAY  PROGRAMS 
Northeast  Region 

Christ  Church  Professional  Nursery  for  the  Handicapped 
Southeast  Region 
Enable,  Inc.  (Early  Beginning  Center) 
INTEGRATED  PRESCHOOL  PROGRAMS 
Western  Region 

Douglas  A.  Thorn  Clinic  (East  Mountain) 
Northeast 

Douglas  A.  Thorn  Clinic  (Anne  Sullivan  Center) 
Southeast  Region 
Enable,  Inc. 


Boston 

Brighton 

Brockton 

Dorchester 

Dorchester 

Fall  River 

Foxborough 

Hanson 

New  Bedford 

Newton 

Norwood 

Quincy 

Roslindale 

Taunton 

Weymouth 


Hyannis 


Andover 


Canton 


Westfield 


Tewksbury 


Canton 
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Barnstable  County 

Cape  Cod  Child  Development  Program  Hyannis 

PEDIATRIC  NURSING  HOMES 

Western  Region 

Northampton  Nursing  Home  Northampton 
Central  Region 

Montrath  Pediatric  Nursing  Home  Groton 
Northeast  Region 

Baystate  Rehabilitative  and  Nursing  Facility  Billerica 
Southeast  Region 

Mayflower  Child  Care  Unit  Plymouth 
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APPENDIX  III 


PROGRAM  LOCATIONS*  — 
MATERNAL  AND  CHILD  HEALTH  CARE 

PERINATAL,  PRESCHOOL  AND  SCHOOL  HEALTH  UNIT 
HIGH-RISK  INFANT  AND  FAMILY  SUPPORT  PROGRAM 

Western  Region 

Chicopee  V.NA. 
V.N.H.S.  of  Franklin  County 
Holyoke  V.NA. 

Central  Region 

Pernet  Family  Health  Service  Worcester 

Northeast  Region 

V.NA.  of  Haverhill 
V.NA.  of  Middlesex  East 

Southeast  Region  (includes  Greater  Boston  area) 

Trustees  of  Health  and  Hospitals 
Federated  Dorchester  Neighborhood 
Brockton  V.NA. 

DES  DIAGNOSTIC  PROGRAM 

Western  Region 

Baystate  Medical  Center  Springfield 

Central  Region 

Worcester  Hahnemann  Center 
University  of  Massachusetts 

Southeast  Region  (includes  Greater  Boston  area) 


Beth  Israel  Hospital  Boston 

Brigham  &  Women's  Hospital  Boston 

The  Children's  Hospital  Boston 

Massachusetts  General  Hospital  Boston 

New  England  Medical  Center  Boston 


*As  of  January  1,  1984 


Chicopee 

Greenfield 

Holyoke 


Haverhill 
Stoneham  area 


Boston 

Dorchester 

Brockton 


Worcester 
Worcester 
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HEARING  EVALUATION  CENTERS 


Western  Region 

University  of  Massachusetts  Department  of  Communication  Disorders  Amherst 

Franklin  Medical  Center  Greenfield 

Holyoke  Hospital  Holyoke 

Willie  Ross  School  for  the  Deaf  Longmeadow 

Clarke  School  for  the  Deaf  Northampton 

Clarke  School  Center  for  Audiological  Services  Northampton 

Berkshire  Rehabilitation  Center  Pittsfield 

Mercy  Hospital  Springfield 

Hampden  Hearing  Center  W.  Springfield 

Central  Region 


Clinton  Hospital 

Burbank  Hospital 

Center  for  Better  Living 

Harrington  Memorial  Hospital 

University  of  Massachusetts  Medical  School 

Ear,  Nose  &  Throat  Associates  of  Worcester 

Audiology  Associates 

Audiology  Services  of  Worcester,  Inc. 

Hahnemann  Memorial  Hospital 


Clinton 

Fitchburg 

Marlborough 

Southbridge 

Worcester 

Worcester 

Worcester 

Worcester 

Worcester 


Northeast  Region 


Beverly  Hospital 

M.I.T.  Audiology  Center 

Merrimack  Valley  Speech  &  Hearing  Center 

Lawrence  General  Hospital 

St.  Joseph's  Hospital 

Union  Hospital 

North  Shore  Hearing  Center 

North  Shore  Children's  Hospital 

Waltham  Hospital 

Perkins  School  for  the  Blind 


Beverly 

Cambridge 

Chelmsford 

Lawrence 

Lowell 

Lynn 

Newburyport 
Salem 
Waltham 
Watertown 


Southeast  Region  (includes  Greater  Boston  area) 


Jackson-Mann  Evaluation  Center  Allston 

Children's  Hospital  Boston 

New  England  Medical  Center  Boston 

Northeastern  University  HearingJ_anguage  Speech  Clinic  Boston 

Massachusetts  Eye  &  Ear  Infirmary  Boston 

Harvard  Community  Health  Plan  Boston 

Faulkner  Hospital  Boston 

Emerson  College/Robbins  Speech  &  Hearing  Center  Boston 
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Daniels  Hearing  Center 

Brigham  &  Women's  Hospital 

Boston  University  Speech-Language-Hearing  Clinic 

Boston  Guild  for  the  Hard  of  Hearing 

Beth  Israel  Hospital 

Braintree  Hospital 

Kennedy  Memorial  Hospital  for  Children 
Ear,  Nose  &  Throat  Specialists,  Inc. 
Chestnut  Hill  Medical  Center 
Robert  H.  Fitton,  Jr.,  M.D.,  Inc. 
The  Learning  Center  for  Deaf  Children 
I.  H.  Schwartz  Rehabilitation  Center 
South  Shore  Hearing  Services 
Morton  Hospital 
Metropolitan  Centers 


Boston 

Boston 

Boston 

Boston 

Boston 

Braintree 

Brighton 

Brockton 

Chestnut  Hill 

Fall  River 

Framingham 

New  Bedford 

South  Weymouth 

Taunton 

West  Newton 


Out-of-State  Centers  (approved  by  the  Division) 


American  School  for  the  Deaf 

Crotched  Mountain  Rehabilitation  Center 

Rhode  Island  Hospital 

Rhode  Island  School  for  the  Deaf 

Austine  Hearing  Center 


West  Hartford,  Conn. 
Greenfield,  N.H. 
Providence,  R.I. 
Providence,  R.I. 
Brattleboro,  Vt. 


LEAD  POISONING  PREVENTION  PROGRAMS 


Western  Region 

City  of  Springfield 
Central  Region 


Springfield 


Leominster  Multi-Service  Center 

City  of  Worcester  (Department  of  Public  Health) 


Leominster  &  Fitchburg 
Worcester 


Northeast  Region 


Greater  Lawrence  Community  Action  Council,  Inc. 
Cambridge  City  Hospital 


Lawrence 

Cambridge  &  Somerville 


Southeast  Region  (includes  Greater  Boston  area) 


Trustees  of  Health  and  Hospitals 
Southeastern  Massachusetts  University 


Boston 

North  Dartmouth 
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PRIMARY  CARE  UNIT 

PRENATAL  CARE  (MIC)  AND  PEDIATRIC  CARE  (C&Y)  PROGRAMS 


Western  Region 

Children's  Health  Program  (C&Y) 
Holyoke  Health  Center  (C&Y) 
Baystate  Medical  Center  (MIC) 

Central  Region 

People's  Bridge  Action  (C&Y) 

Leominster  Hospital  (MIC) 

South  County  Pediatric  Center  (C&Y) 

Family  Health  and  Social  Service  Center  (C&Y) 

Northeast  Region 

Greater  Lawrence  Family  Health  Center  (MIC,  C&Y) 

Lowell  Community  Center  (C&Y) 

Lynn  Community  Health,  Inc.  (MIC,  C&Y) 

Southeast  Region  (includes  Greater  Boston  area) 

High-Risk  Perinatal  Follow-up  (MIC,  C&Y) 

South  Cove  Community  Health  Center  (MIC,  C&Y) 

St.  Elizabeth's  Hospital  (MIC,  C&Y) 

Brockton  Hospital  (C&Y) 

Bunker  Hill  Community  Health  Center  (C&Y) 

Chelsea  Community  Health  Center  (C&Y) 

Harvard  St.  Neighborhood  Health  Center  (MIC,  C&Y) 

Upham's  Corner  Health  Center  (MIC) 

East  Boston  Neighborhood  Health  Center  (MIC,  C&Y) 

Fall  River  Community  Development  Service  Center  (MIC) 

Brookside  Park  Family  Life  Center  (MIC,  C&Y) 

Martha  Eliot  Community  Health  Center  (MIC,  C&Y) 

Greater  New  Bedford  Community  Health  Center  (MIC) 

Roxbury  Comprehensive  Community  Health  Center  (MIC) 

Whittier  St.  Health  Center  (MIC,  C&Y) 

Somerville  Hospital  (MIC) 

St.  Margaret's  Hospital  (MIC) 


Great  Barrington 

Holyoke 

Springfield 


Athol 

Leominster 

Webster 

Worcester 


Lawrence 

Lowell 

Lynn 


Boston 

Boston 

Brighton 

Brockton 

Charlestown 

Chelsea 

Dorchester 

Dorchester 

East  Boston 

Fall  River 

Jamaica  Plain 

Jamaica  Plain 

New  Bedford 

Roxbury 

Roxbury 

Somerville 

South  Boston 
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ADOLESCENT  PROGRAMS 


N.B.  In  some  cases  there  is  more  than  one  service  site. 

PPAP  =  Pregnancy  and  Parenting  Adolescent  Programs 
CAHP  =  Comprehensive  Adolescent  Health  Programs 


Western  Region 

CAN-BE  (Pittsfield)  -  PPAP 


Family  Planning  Council  of  Western  Mass. 
(Northampton)  -  PPAP 


Great  Barrington 
North  Adams 
Pittsfield 
Springfield 
P.A.G.E. 

Spanish-American  Union 


Central  Region 


Health  Information  Referral  Services  -  CAHP 

Family  Planning  Service  of  Central  Mass.  -  PPAP  &  CAHP 


Marlborough 

Webster 

Worcester 


Northeast  Region 


Healthworks  (Lowell)  -  PAPP 
CAHP 

St.  John's  Hospital  -  CAHP 


Haverhill 

Lowell 

Lowell 


Southeast  Region  (includes  Greater  Boston  area) 

Brigham  &  Women's  Hospital  (Boston)  -  PPAP 


The  Children's  Hospital  -  PPAP 
St.  Margaret's  Hospital  -  PPAP 
Health  Care  of  Southeastern  Mass. 
(Abington)  -  PPAP 
Martha  Eliot  Health  Center  -  CAHP 


Brigham  &  Women's  Hospital 
Brookside  Park  Family  Life 

Center  (Jamaica  Plain) 
Crittendon  Hastings  House 

(Brighton) 
South  Jamaica  Plain 

Health  Center 
South  Jamaica  Plain 

High  School 
English  High  School  (Boston) 
Boston 
Dorchester 
Falmouth 
Taunton 
Jamaica  Plain 
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WOMEN,  INFANTS  AND  CHILDREN  (WIC)  UNIT 

N.B.  Contracting  agencies  are  given  in  parentheses.  Multiple  sites  are  listed. 


Western  Region 


Berkshire  WIC  Program 

(Berkshire  Community  Action  Council,  Inc.,  Pittsfield) 


Adams 
Dalton 

Great  Barrington 
Lee 

North  Adams 


Chicopee/Holyoke  WIC  Program 

(Valley  Opportunity  Council,  Inc.,  Chicopee) 

Franklin/Hampshire  County  WIC  Program 
(Visiting  Nurse  &  Health  Services  of  Franklin  County) 


Holyoke 

Westfield 

Athol 

Amherst 

Huntington 

Northampton 

Shelburne  Falls 


Springfield  WIC  Program 

(Family  Planning  of  Western  MA.,  Inc.,  West  Springfield) 


Springfield  area 


Central  Region 


North  Central  WIC  Program 

(Montachusett  Opportunity  Council,  Fitchburg) 


Ayer 
Clinton 
Gardner 
Leominster 


South  Central  WIC  Program 

(Harrington  Memorial  Hospital,  Southbridge) 


Milford-Whitinsville 

Ware 

Webster 


Worcester  WIC  Program  (Family  Health  & 
Social  Service  Center,  Worcester) 


Worcester  area 


Northeast  Region 


Haverhill  WIC  Program 

(Community  Action  Council,  Haverhill) 


Amesbury 
Newburyport 


Lawrence  WIC  Program  (Greater  Lawrence 
Community  Action  Council,  Lawrence) 


Lawrence  area 


Lowell  WIC  Program 

(Community  Teamwork,  Inc.,  Lowell) 


Lowell 
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Maiden/Revere  WIC  Program  (Maiden  Hospital) 


Revere 
Wakefield 


North  Shore  WIC  Program  Beverly 
(Lynn  Community  Health  Center)  Gloucester 

Peabody 
Salem 


Southeast  Region 


Brockton  WIC  Program 
(Brockton  Area  Multi-Services,  Inc.) 

Cape  Cod  WIC  Program  (Health  Care  of 
Southeastern  MA.,  Inc.,  Hyannis) 


Brockton 
Plymouth 

Falmouth 
Martha's  Vineyard 
Provincetown 
Wareham 


Fall  River  WIC  Program  (Fall  River 

Community  Development  Service  Center,  Inc.) 

New  Bedford  WIC  Program  (Greater  New  Bedford 
Community  Health  Center) 

Taunton  WIC  Program 

(Citizens  for  Citizens,  Inc.,  Taunton) 


Fall  River  area 


New  Bedford  area 


Attleboro 

Middleboro 

Taunton 


Boston  Area 


Allston/Brighton  WIC  Program 
(St.  Elizabeth's  Hospital,  Brighton) 


Allston 

Framingham 

Watertown 


Cambridge  WIC  Program 
(The  Cambridge  Hospital) 


Fall  River 
Waltham 


Charlestown/Chelsea  WIC  Program 
(MGH  Health  Care  Centers) 


Charlestown 
Chelsea 


Dorchester/Roxbury  WIC  Program  (Harvard  St. 
Neighborhood  Health  Center,  Dorchester) 


Roxbury 


Jamaica  Plain  WIC  Program 
(Brigham  &  Women's  Hospital) 


Jamaica  Plain 
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Quincy  WIC  Program  (Quincy  City  Hospital) 


Hull 

Hyde  Park 
Neponset 


Roxbury/Mattapan  WIC  Program 
(Whittier  St.  Health  Center,  Roxbury) 


Somerville/Medford  WIC  Program  (Somerville  Hospital) 


South  End  WIC  Program 

(South  End  Community  Health  Center,  Boston) 

Upham's  Corner/South  Boston  WIC  Program 
(Upham's  Corner  Health  Center,  Dorchester) 


Mattapan 

Parker  Hill/Fenway 
Roxbury 

Medford 

Wilmington 

Woburn 

Roxbury 
South  Cove 

South  Boston 
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